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Abstract

In the aftermath of a major natural disaster, few are equipped to respond effectively to the
unique emotional and psychosocial needs of children. Child life specialists are
specifically trained to help children effectively cope with traumatic situations, though
very few child life specialists have engaged in disaster-related work. There exists the
need for a medium through which child life specialists can become involved and offer
their crucial and unique services. This project offers a rationale for why this medium is
necessary and proposes a model for the integration of child life into the pre-existing Red
Cross disaster relief model. Additionally, a handbook outlining the proposed child life
programming is included, intended to be used for reference by child life specialists
participating in disaster relief work overseas.
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Introduction
This is a multi-part study that will ultimately achieve the purpose of explaining
why and how a child life specialist could play a crucial role on a disaster response team
with a particular emphasis on international relief. It is intended to provide a rationale for
the need for child life services in this realm, an evaluation of the efficacy of child life
programs in other settings, and finally a proposed model for the integration of child life
services into the programming of a large international disaster relief agency.
Currently there are no programs in existence that provide child life services in
disaster relief settings. However, it has been widely recognized by individuals in the field
as well as by the Child Life Council that children and families affected by disaster could
benefit greatly from the services that Certified Child Life Specialists could offer. Many of
these highly trained professionals have the desire to offer their unique skillset in these
times of major crisis, but don't necessarily have the connections and resources to
mobilize own their own. There is a unique and specific need to not only connect
individuals who wish to help with the medium to do so, but also to provide them with the
tools and resources necessary to prepare them for this unique and challenging work.
While there are many disaster relief agencies that recruit and mobilize skilled
volunteers in the event of a major disaster, this specific model for child life will focus
primarily on services provided by various levels of the International Red Cross and Red
Crescent movement. While the model is certainly applicable to local and national relief
efforts provided by the American Red Cross, this model focuses specifically on
emergency programming orchestrated by the International Federation of Red Cross and
Red Crescent Societies, which will be described more thoroughly in Chapter 3.

This project exists in two parts. The first part is a rationale for why child life
services should be a crucial component oflnternational Federation of Red Cross and Red
Crescent Societies (IFRC) disaster responses. It outlines how Red Cross disaster relief
operations are currently carried out and suggests a model for the integration of child life
into their program.
The second part is an original material. This is a handbook intended for use as a
supplement to the IFRC training materials, specifically for the child life specialist. It
outlines the roles and responsibilities of the child life specialist in the context of the Red
Cross network, with a specific focus on adaptation of services and competencies to the
socio-cultural context of the given disaster. It contains situation-specific ideas for
interventions with children and families, as well as reference information on typical
responses as they relate to child development and various external factors. Additionally,
it provides resources to help the child life specialist prepare for his or her possible
mobilization overseas.
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Definition of Terms
Natural Disaster
A natural disaster is an event brought on by natural environmental forces that has
severe or catastrophic consequences on the human populations affected. Criteria for
classification as a disaster include: I) an identifiable beginning and end; 2) the event is
"public" and experienced by multiple members of a community: 3) the event is out of the
realm of "ordinary experience;" and 4) the damage and effects greatly exceed the coping
capacity and the community resources of the affected population. There is often a great
deal of property damage, injury/illness, and loss of human life, and it is typically
traumatic enough to affect distress in anyone, regardless of their previous psychological
state of well-being (Saylor, 1993).
Natural disasters include: hurricanes, tornadoes, floods, earthquakes, forest fires, volcanic
eruptions, avalanches, tsunamis, draughts and other meteorological phenomena.
Catastrophic Disaster
A catastrophic disaster is a natural disaster that affects a population to an extreme
degree. It may kill, injure or displace tens of thousands of people. It is distinguishable in
that a disaster to this degree affects and disrupts the community's organizations,
businesses and services that would have served the affected population in the event of a
disaster. It is to a catastrophic disaster that many relief agencies such as the Red Cross,
the Federal Emergency Management Agency (FEMA), the International Rescue
Committee, and Oxfam International respond in order to fill these needs.
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*While the model proposed in this project is applicable primarily to catastrophic disaster
responses, "natural disaster" is the more commonly used term in the literature and
therefore will be used by this author for the purposes of clarity and consistency.
Psychosocial Support
This type of support plays on the interaction between ones psychological state and
his or her social environment. It helps people build on their both their internal and
external resources to understand and cope with adversity and distress. In the context of a
disaster, psychosocial support helps to identify and rebuild the capacities of the
individual, family and community to regain function and become "active survivors rather
than passive victims" (IFRC.org, 2011)
Child Life Specialist
Child life specialists are professionals trained to help children overcome life' s
most challenging circumstances. With an extensive knowledge of child development,
they aim to meet the emotional and developmental needs of children facing traumatic and
stressful situations and to draw on their individual strengths to enhance their coping
skills. Traditionally employed in the hospital setting, child life specialists aim to educate
children and families about their diagnosis, as well as provide them with various
therapeutic mediums and emotional support. Child life specialists seek to promote
optimal development in children despite situational disruptions or obstacles.
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Chapter 1
Natural Disaster
I.

Statement of the Problem
A natural disaster can be a traumatizing experience for anyone. Loss can occur on

many different levels, including loss of way of life, loss of property, loss of human life,
and loss of peace of mind. A community's resources can be devastated and survivors can
be left in a wake of helplessness and confusion. There is a growing awareness that
particular attention must be paid to the psychosocial and emotional needs of affected
populations, and disaster relief agencies and organizations are placing emphasis on
responding to this need accordingly.
Children are particularly vulnerable to the negative effects that a natural disaster
can have. Not only are they more susceptible to the negative health impacts that
correspond with disaster, but their developmental immaturity can put them at risk for
psychosocial damage and negative long-term outcomes. Children have unique needs
during times of distress that cannot and should not be met in the same manner as adults'
needs. Child life specialists have a unique understanding of how to recognize and address
these needs and should therefore be an integral component of disaster relief.
Being a relatively new field to the medical realm, child life has only recently
begun expanding its services to settings outside of the hospital. Currently there are no
disaster relief agencies or organizations with formal programs for the involvement of
child life services.
II.

Background of Problem

"Though natural disasters are unavoidable and can still be devastating, their
severity is heightened by the increasing amount ofdepletion of natural resources
5

and barriers. Wetlands, forests, and other natural resources help slow and lessen
the impact natural disasters have on the environment and its inhabitants;
however, with the depletion ofthese natural combatants, natural disasters are
gaining momentum with very little slowing them down, leaving devastation and
destruction in their wake " (Adamson, 2010).

In recent years the world's attention has been drawn to a seemingly drastic
increase in the occurrence and impact of natural disasters. On a global scale, disasters
large and severe enough to require international assistance are taking place at an average
of once every week (Veenema, 2007). These events are impacting people and
communities on physical, psychological and social levels and those left in the aftermath
are often forced to redefine their whole way of life in order to return to "normalcy."
Despite an increasing effort to assist vulnerable and affected areas in preparation and
disaster readiness, natural disasters are still taking a higher and higher toll. According to
the Centre for Research on the Epidemiology of Disasters (2010), 208 million people
worldwide were affected by a climate-related disaster in 20 I 0, whereas in 1990, only
81.9 million people were affected by a climate-related disaster. The majority of these
people were living in the worlds poorest and least developed countries and were
ultimately the least equipped to handle such devastation.
Why have there been such drastic increases? There have been many different
approaches on the issue, some taking a completely naturalist perspective with research
and theories focusing on climate change, geo-tectonics, and other purely biological
factors (Wisner, Blaikie, Cannon & Davis, 2003). Sheffield & Landrigan (2010), for
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example, point to increased average global temperature in explaining the frequency of
extreme weather patterns, largely due to the rising sea level.
It is indeed true that large-scale natural disasters appear to be occurring at much

higher rate. A more recent school of thought is looking not at whether natural hazards
(geophysical and biological events) are occurring more frequently, but if human
vulnerability to a static number of natural hazards is leading to more incidents that reach
disaster criteria.
Vulnerability is a key term in this issue. Global trends such as population
increases, deforestation, unplanned urbanization, and over-farming/degradation of soil
are all factors that have made the natural environment more susceptible to the impact of
natural hazards (American Red Cross, 2009). Wisner, Blaikie, Cannon & Davis, (2004)
assert that "disaster occurs where hazards meet vulnerability." Vulnerability is not only
determined by the natural environment but by a population' s social environment as well.
A social stratum that puts a group of people at an economic disadvantage will often force
them to inhabit natural environments that are more susceptible to natural hazards. For
example, a poorer population is more likely to settle in a flood plain or on the slope of a
volcano, land that is deemed undesirable by more privileged populations. In addition,
overcrowding and overuse of the land ultimately erodes the soil, making inhabitants even
more susceptible to flooding, avalanches, mudslides, etc. (Wisner, 2004).
Political and economic factors also contribute largely to a population's
vulnerability to disaster. Impoverished communities are more likely to use subpar and
shoddy materials for construction of homes and construct public buildings with little or
no safety standards. They have less access to the resources and information that can and
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would mitigate the impact of a disaster, and they are less likely to have the social
protection that more privileged classes would have in the event of substantial loss. It is
alarmingly evident that not only are poorer populations more vulnerable to natural
hazards but they are innately and consequently less equipped to withstand them.
In the wake of a disaster, no matter where it takes place, people are left feeling
confused, hopeless and unsure of where to go or what to do next. People may be injured
and in need of medical attention, separated from their loved ones and searching
desperately, or grieving losses of people, homes, and livelihoods. Loss and damage can
occur on three different levels.
On the physical level, there is likely to be injuries, loss of life, and property
damage. The spread of communicable disease is also much more likely, particularly
where flood waters prevail or displaced peoples take up crowded makeshift living
conditions. The environment suffers a physical toll as well; land that has been affected by
the disaster becomes imbalanced and unsafe, susceptible to further hazards and
deteriorations such as avalanches, mudslides, and building collapses.
Socially, there can be disruption in the functioning of various societal systems,
including communication, transportation, and healthcare systems. The entire social fabric
can be destroyed leaving a population powerless and unable to resume functioning,
particularly when the community' s resources that would otherwise provide people with
basic needs are destroyed, leaving people with no shelter, food, clean water or medical
care. On a more individual level but perhaps one of the greatest sources of distress is the
loss of homes, schools and workplaces.
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Psychologically, damage can occur from the various levels of trauma and distress
that affect people. In the past the psychological and emotional toll that this experience
can take has been overlooked in relief planning. The importance of psychological and
psychosocial care is gaining momentum and it is now recognized and understood by
many that mere survival is not enough (Saylor, 2003). Still there is some skepticism and
for this reason the rationale for provision of mental health and psychosocial care in the
global arena is explored in greater detail in a subsequent section of this study. For now it
can be (however subjectively) asserted that experiencing and surviving a natural disaster
can be a traumatizing experience for almost anyone, as loss and perceived threat of injury
or death are universally negative experiences, regardless of a culture' s concept of
misfortune or one' s resilience, ability to cope or intellectual ability to understand the
event. Despite the impossibility of any absolute formula for determining how a particular
culture will react and respond to a disaster, it can be asserted with great certainty that
regardless of culture it is children who are of the most susceptible to the effects of the
trauma and the overall negative effects of the disaster event (Williams, 2007).
Children are particularly vulnerable to negative effects of a disaster for many
reasons. They are still in the process of developing a concept of self as well as a concept
of the world around them, and are particularly dependent on the adult role models in their
lives to shape these. It can be particularly challenging to have this process disrupted.
Children depend on the adults in their lives for their sense of security, and when these
adults are seen as helpless and defenseless, a child's own defense mechanisms can be
overwhelmed (Saylor, 1993). A child' s dependency on adult caregivers may put him or
her at an even greater risk for danger and/or trauma, as a child is likely to experience not
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only the direct effects of the event but also indirect effects from a parent or caretaker' s
response. If an adult sees a child as a burden to survival or there is a notable decrease in
the caretaker's sensitivities towards the child's needs, the child's whole sense of trust
could be shaken. If left to fend for themselves following abandonment or loss of a parent,
the likelihood of survival drastically decreases. In the event of survival, the likelihood of
severe health-related and psychological effects greatly increases (Williams, 2007;
Chaikin, 2008).
Development also plays a major role in affecting the vulnerability of children.
Children are cognitively, emotionally and socially immature and lack the ability to
understand, process and cope with things the way an adult might. A sudden disruption in
daily routine and familiar social structure is often enough to overwhelm a young child's
coping ability, even before the added fear and stress of everything else associated with a
disaster. Cognitively, a child' s lessened ability to reason and tendency to engage in
magical thinking may greatly heighten his or her sense of fear and insecurity. Children
are much less likely to have coping mechanisms in place at the time of a traumatic event
and without appropriate psychosocial support are subject to post-traumatic stress effects
and maladaptive coping techniques (Williams, 2007).

In addition to the psychosocial vulnerabilities of children, there are also great
health risks involved and similarly, children are much more vulnerable to the impact than
adults. Children have immature organs and less functional immune systems than adults
do, which puts them at a much greater risk for the spread of communicable disease in the
afteqnath of a disaster. Underdeveloped lungs - coupled with the fact that higher
metabolism rates in children necessitate the consumption of more air - put children at a
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much greater risk for respiratory infection. Differential rates of absorption and higher
tissue vulnerability make children more susceptible to environmental toxins and
contaminants found in water (World Resources Institute, 1999). In addition, children,
particularly those in underdeveloped countries, are more likely to have pre-existing
nutritional deficiencies, which can greatly exacerbate health risks (Sheffield &
Landrigan, 20 10).
The United Nations Population Prospects (2008) estimated that in the year 2010,
60% of the population in the world's 49 least developed countries would be under the age
of 24. Further, 40% of these countries' populations would be under the age of 14. Given
these statistics and the known vulnerabilities of children, it is clear that it is a population
to which a great deal of energy should be devoted. It is not enough to provide traumatized
children with medical care, some food and a hug. Children have very unique needs and it
can be argued that provision of acute services is not beneficial if children are then left to
spiral into a cycle of hopelessness, fear and despair.
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Chapter 2
Overview of the Child Life Profession, Theory, and Practice
I.

History of Child Life
Society today values its children above all else. In the words of Kofi Anan,

Secretary General of the United Nations, "There is no trust more sacred than the one the
world holds with children. There is no duty more important that ensuring that their rights
are respected, that their welfare is protected, that their lives are free from fear and want
and that they grow up in peace" (2000). It is recognized, respected and valued that
children have needs entirely different from those of adults, and without question society
places a great deal of emphasis on meeting and protecting those needs.
Historically speaking, this has not always been the case, particularly from a
medical point of view. Little consideration was given to the unique and complex medical
and developmental needs of the child until the mid-nineteenth century, when the first
children's hospital opened in Philadelphia (Wojtasik & White, 2009). This paved the way
for the field of pediatrics and more fields and professions began taking an interest in the
development and well-being of the child.
Child life as a profession came into existence as early as the1920's, when
pioneers of the field began to recognize the importance of promoting the healthy
development of children in the hospital. In these days, children were generally in the
hospital for long periods of time with no stim ulation or activity. They were markedly
distressed, lonely and under-stimulated (Child Life Council, 2010). Early child life
professionals, then called " play leaders," advocated for the use of play, preparation and
education to mitigate the potentially stressful and negative effects of hospitalization.
They educated medical staff on the developmental needs of children and how to
12

effectively communicate with them as well as treat them (Wojtasik & White, 2009).
Despite the progress that child life has made in advocating for the hospitalized
child's emotional and developmental needs, it still holds true that to a young person in the
midst of cognitive, emotional, psychosocial and physical development, the impacts of
hospitalization can be harmful and in some cases long-lasting. Over fifty years of
research has shown that hospital experiences can have many negative effects on children
and that the stress may lead to problematic behaviors post-hospitalization, such as
increased general and separation anxieties, appetite and sleep disturbances, aggression,
and withdrawal (Pearson, 2005). Though the frequency of these behaviors typically
decreases with time, they can persist for several months in as many as 20% of
hospitalized children (Justus et al., 2006). Thus, many hospitals, in an effort to optimize
the healthcare experience for all patients, utilize child life programs to address the unique
needs of the children it serves.
For decades, child life specialists have been serving pediatric populations using a
specialized approach combining knowledge of child development and family systems
(Child Life Council, 2010). After an initial assessment of the child ' s developmental and
emotional state as well as his or her perception and understanding of the circumstances,
the child life specialist can provide the patient with an intervention tailored specifically to
his or her specific needs. A child life intervention can take on many different forms,
depending on the needs of the child. An intervention might consist of:
(1) providing the child with preparation for a test or procedure in order to reduce
anxieties
(2) educating the child on a new diagnosis or clearing up previous misconceptions
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(3) teaching the child effective coping and pain management techniques
(4) providing distraction and refocusing during a procedure
(5) engaging the child in medical play, allowing them the opportunity to manipulate,
learn about and become more comfortable with medical equipment and supplies they
encounter while in the hospital, reducing the perceived threat of these items
(6) providing the child with opportunities for play and self-expression to foster his or
her sense of mastery over the situation
(7) providing the child with post-procedural support in order to promote processing
of potentially traumatic events.
The child life specialist also works closely with the child's family to promote a
model of practice referred to as fam ily-centered care. It is the goal of the child life
specialist to facilitate understanding and ease the stress and anxieties of a child's family,
based on the belief that health outcomes are better when parents are able to take an active
role in their child's healthcare (Gaynard et al, 1998). Pediatric healthcare providers
recognize that a child's parents are often the most positive and consistent source of
support for them, and a child life specialist conveys that message through empowering
parents to participate in and advocate for their child 's care.

II.

Benefits of Child Life Programming in a Hospital
The most important objective of any child life program is the health and well-

being of the children it serves. Hundreds of studies have found that child life
interventions contribute significantly to many factors including a) the child's coping and
adjustment during the hospitalization, b) the child's understanding of the reason for
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hospitalization and the tests and procedures they experience, and c) the posthospitalization outcome, including psychosocial adjustment and physical recovery
(Wolfer et al., 1988; Gaynard et al., 1998). Additionally, child life interventions have
been found in many cases to increase the child's self-esteem, particularly those with
diagnosis-related image issues (Carson et al., 1985).
For the child - to whom play is often a main priority - the recreational
opportunities a child life specialist offers can be invaluable. Through playroom or
bedside activities and various opportunities for peer interaction and recreation, children
and teens are allowed the chance to regain normalcy and have their attention diverted
away from the situation or the pain they are in. The child life specialist can also provide a
patient with a supportive relationship, as the specialist strives to build trust and rapport
with their patients through being trustworthy, available, and genuinely concerned for that
child's well-being.
A child life program is also very beneficial for a patient' s family. In formal
evaluations, parents of children provided with child life services consistently reported
feeling less anxiety about the entire experience as well as less concern for their child's
emotional state (Wolfer et al., 1988). The child life specialist is instrumental in providing
parents with information, education and resources to enhance their understanding of the
circumstances. Not only does the child life specialist ensure that all the medical elements
are understood, but he or she will also teach parents how to advocate for their child's
needs, adapt their lifestyles to better manage their child' s illness or injury, teach them
about normal and common reactions of children to hospitalization and empower them in
their ability to take an active role in providing care for their child (Julian & Julian, 2005).
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Additionally, the child life specialist helps in ensuring the well-being of the patient's
siblings, who often experience feelings of guilt, anger, anxiety and confusion, and can be
greatly impacted by the sibling's illness (Pearson, 2005). A child life specialist provides
developmentally appropriate education for siblings, offers them opportunities to be active
and present during their sibling's hospitalization, and provides a variety of creative
outlets for them to express their feelings about the situation.
The existence of child life programming has proven to be beneficial for patients
and families receiving care as well as for the healthcare organization that provides the
care. Child life services could facilitate the hospital's efforts to meet the standards of the
Joint Commission on Accreditation of Healthcare Organizations (Child Life Council,
2006). The existence of these programs has consistently resulted in higher ratings of
parents' satisfaction with the overall healthcare experience, a great benefit to the business
aspect of the hospital (Justus et al., 2006). According to the American Academy of
Pediatrics position statement on child life services, evidence has shown that a child life
program can cut costs by reducing the need for analgesics and accelerating a child's
recovery time, ultimately reducing a hospital's average length of stay (American
Academy of Pediatrics, 2006). Other research has attested to children being more
cooperative and having a more positive experience when child life services are available.
Doctors have also acknowledged that they are able to make more accurate assessments of
a child when he/she is calm and prepared for the exam (Wilson & Goldberger, 1996). The
child life specialist contributes to healthcare teams and various committees within the
hospital by offering a novel point of view that takes the needs and perspectives of
children into consideration. He or she also educates doctors and nurses on the most
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effective ways to communicate with children and their families.
The American Academy of Pediatrics' Committee on Hospital Care has stated that child
life is "one of the most progressive, useful and humane programs to be initiated in recent
years" (AAP, 1985).

III.

Child Life Outside the Hospital
The Child Life Council's vision statement affirms, "the philosophy and practice

of child life will be applicable to any healthcare setting and transferable to other
environments or situations in which the potential for infants, children and youth to cope,
learn and master is placed at risk" (2002). Professionals in the field of child life have
realized that this can extend far beyond work in just the hospital setting and that their
skills can be applicable wherever children and their families are experiencing difficult
and potentially traumatic situations. Many child life specialists, in an effort to serve their
communities in a deeper way or even to pursue higher personal career goals have
explored unchartered territories and developed innovative child life programs in various
settings either within their communities or beyond. According to Hicks (2008), "the
possibilities for implementing child life services are endless."
All child life specialists, regardless of their education, background and training
are familiar with and required to uphold the core competencies of child life practice.
These competencies exist in areas of child development, and theories of play, coping,
grief and loss. These are the competencies that can be applied across any setting dealing
with children. The rest become experience-based competencies; expertise can be learned
and applied across a variety of different settings, assuming the child life specialist is
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flexible and open to learning any and everything about this new setting. A specialist
beginning work in the court system, for example, becomes familiar with child and family
law, common terms used, the standard sequence of events for trials, etc.
The various settings in which child life specialists are applying their skills is
expanding constantly. In research compiled by Hicks (2008), they found child life
specialists working in the following settings outside of hospitals:
•

Bereavement programs

•

Camp programs

•

Nonprofit community support agencies- The Gathering Place, Gilda's
Club, etc.

•

Dental offices

•

Early childhood programs

•

Early intervention programs

•

Educational consulting

•

Funeral homes

•

Home care and hospice

•

Legal systems

•

Child advocacy centers

•

Mental health facilities

•

Schools

•

Web and media development for children
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IV.

Child Life in Crisis or Trauma Response Teams
Trauma or crisis response teams are multidisciplinary teams of professionals that are

highly trained to meet the needs of people in highly stressful situations. These teams may
exist in variety of different settings. These might include:
•

Public safety
Teams can be established within a fire department, police department or court
system. Professionals within these areas typically do not have training or expertise in
psychosocial and emotional care, nor will they be focusing on it. Their primary goals
are public safety and justice. Often having a crisis response team that will defuse the
response of victims can help public safety professionals do their job more effectively
and swiftly. Teams might respond to events such as fires, violent incidents, motor
vehicle accidents, domestic violence, deaths, or anything that may require crisis
intervention. Responders may be called directly to the scene of an incident or to a
specific place for continued care, such as a hospital or trauma center, an advocacy
center, a shelter or a police station.

•

Non-profit or private agencies
These teams can be organized in much the same way that public safety teams
might, but they often respond to a single specialty. These typically include suicide
situations, assault or rape and domestic violence. Examples of these types of
organizations are National Organization for Victim Assistance and Domestic Abuse
Response Team. There are many large agencies and non-profit groups that respond
specifically to disasters. American Red Cross, FEMA, Salvation Army, etc. These are
national organizations with local affiliate branches, where staff and large networks of
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volunteers can assist with local response or volunteer to travel to larger national
disasters. These organizations also respond internationally when an affected country
reaches out for help.

•

Community institutions
These most commonly exist in hospitals and schools. Hospitals may organize and
train teams of volunteers to respond to large-scale crises either within the hospital or
in the community, particularly when the event involves children. Schools organize
and train volunteers for incidents that occur within the school system, typically led by
a school psychologist. Child life specialists from local hospitals may be recruited to
participate or consult for these teams, especially when the crisis involves the medical
field.
Child life specialists can - and in some cases do - serve as part of a crisis

response team. Generally speaking, organizations do not include the title of child life
specialist on the team composition because they are likely unaware of the field and the
specific services that child life specialists are able to provide (McCue & Johnson, 2008).
Crisis response teams are comprised of professionals from two sectors: mental health and
public safety. Mental health professionals that typically comprise a team are social
workers, counselors and psychologists (and in theory, child life specialists). The public
safety professionals are police officers, firefighters and emergency medical technicians.
Members of these teams are provided with extensive training on emergency response and
crisis management and are on call day and night.
Depending on the nature of the event, a team's coordinator or clinical director will
decide what services must be provided and will thus mobilize the necessary team
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members. For larger-scale incidents, the team will often provide group defusings and
debriefings, but may also provide individual crisis interventions when deemed necessary.
Education may be provided on what the next step is and where crucial services can be
obtained. Responders may also provide educational services to both groups and
individuals on the impact of trauma, typical reactions and how to seek further support.
For smaller incidents, responders can provide more personal assistance, such as helping
victims gather belongings, providing individualized emotional support, accompanying
victims to a new location, etc.
The work of the child life specialist in the hospital is closely aligned with the
work of the mental health crisis responder, as they both focus on coping and stress
management in difficult and potentially overwhelming situations. In the hospital, child
life specialists help children and families navigate and understand unfamiliar and
challenging circumstances. They help them find ways to cope and adjust to changes that
might be difficult, while simultaneously providing emotional support and a listening ear.
The fields of child life and crisis response have many similar approaches, most notably
that the primary goal of intervention in both fields is expression of emotion and mastery
and control (McCue & Johnson, 2008).
A child life specialist can be a very important member of a crisis response team
given not only these aligned philosophies but because of the specialist's particular
expertise in child-focused intervention. Not only can the child life specialist be
instrumental in working directly with children that may be involved in a crisis, but he or
she can also educate other responders about the psychosocial needs of children and
fami lies in crisis. With this added education, the entire team can be better prepared for
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future events, particularly when a child life specialist is not able to respond.
The following scenario is a real situation where a child life specialist responded to
a large-scale emergency as part of a crisis response team. This excerpt is from McCue &
Johnson's chapter in Child life beyond the hospital, detailing their personal experiences
as child life specialists on crisis response teams.

[ThisJ example involves an explosion at a fireworks exhibit in a local
town. Hundreds ofadults and children had gathered at the park to watch the
Fourth ofJuly celebration. Tragically, one of the planned sets offireworks
malfunctioned, sending burning shrapnel through the crowd. In the dark and
confusion ofthe night, it was very difficult to understand what was happening and
whether anyone was injured. As flashlights were turned on, several people had
been injured and burned, and one child was severely injured. This child died
during transport to the hospital. The scene was chaotic and extremely traumatic
for both the civilians at the park and the public safety personnel who responded.
The crisis team, including the author [a Certified Child Life Specialist},
was called that night; soon after police and fire were called. They responded to
the park, where numerous traumatized civilians, adults, and children were still
milling about. Basic crisis intervention services were put into place, and these
people were assessed and assisted in either returning home or being evaluated at
the hospital. The author was the team leader and provided a group intervention,
called a defusing, to the town's fire department that night. She also provided
support and assistance to the family of the child who died. In thefollowingfew
days, group debriefing services were provided to additional civilians who had
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been present on the scene. Separate groups were heldfor adults and children. The
group for children was led by the child life specialist on the team. Follow-up with
the school of the child who died was provided, and referral to school trauma
resources was made (pg. 239).

V.

Child Life at the Global Level
Professionals in the child life field have recognized that their skills are not only

transferable, but very much needed on a global scale. Child life professionals know that
all children, regardless of their culture, ethnicity, religion, economic status, etc. are
susceptible to negative impacts of traumatic or stressful life events. Every child in every
part of the world has the right and the privilege to the unique psychosocial support that
child life professionals provide. "All children, regardless of setting or experience, have
basic needs - such as the need for physical well-being, the need to love and be loved, the
need to know, and the need to feel competent. These universal needs are supported during
a child's health care experiences by a child life presence" (Child Life Council, 2006).
Child life specialists recognize the universality of children' s developmental needs
and the value and importance of play as the universal language of children. Specialists
are highly skilled in engaging children in play as a means of fostering and promoting:
•

communication

•

therapeutic expression

•

learning

•

healing

•

relationship and trust building
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In many ways, there is minimal need for lingual communication between a child life
specialist and a child; much of the support that a specialist can provide can be just as
effective through body language, play and creative arts modalities.
An increasingly important competency in child life and in pediatric healthcare in

general is culturally effective care. There is great emphasis on this even at local levels, as
the U.S pediatric population is continuously becoming more and more diverse. The
American Academy of Pediatrics (AAP) estimates that by 2020, 40% of school-age
children in the U.S. will belong to a minority group (i.e. non-white group) (1999). In
healthcare settings the importance of cultural competence and cultural sensitivity is
gaining momentum in training and competence protocols. Both of these are important
attributes that healthcare providers should possess in order to provide culturally effective
physician care, which the AAP defines as: "the delivery of care within the context of
appropriate knowledge, understanding, and appreciation of cultural distinctions. Such
understanding should also take into account the beliefs, values, actions, customs, and
unique healthcare needs of distinct population groups. Providers will thus enhance
interpersonal and communication skills, thereby strengthening the physician-patient
relationship and maximizing the health status of patients (1999)."
While the AAP specifically identifies this value for the physician, it is important
for all members of the healthcare team. The field of child life is exceedingly aware of this
and emphasizes it greatly in the education, certification, training and continuing
education standards for all child life professionals. Having this as a fundamental part of
child life practice gives professionals the cultural awareness and sensitivity needed to
interact with and engage children and families on a global scale.
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YI.

Child Life in Disaster Relief
A child life specialist has a valuable skill set that would contribute significantly to

the work of disaster relief teams, both in the medical setting and through communitybased interventions. In the medical setting, child life professionals would work to ease
children's anxieties associated with the medical experiences through preparation and
procedural support, promoting better health outcomes for the child, and benefiting the
facility and team providing the medical services. These facilities serve very high volumes
of people who may be severely traumatized, disoriented or hysterical, or experiencing
severe pain. There is a need for very rapid assessment and treatment (Moss et al, 2006).
All of these factors contribute to a high-stress, over-stimulating and often overwhelming
environment, particularly for children. Having someone with specific knowledge of
children's stress reactions and how to support them is crucial in this setting so as to
minimize further disturbance and help ensure efficiency of the child's care as well as the
overall productivity of the facility.

In the aftermath of a disaster, a child life specialist is also qualified in helping
address the emotional needs of children. Similar to the way a specialist helps a child
process and understand upsetting and traumatic experiences in the hospital, comparable
interventions can be used for both individual and group work in the wake of a disaster.
These interventions can help the children to understand what has happened, process the
traumatic events in constructive ways and recognize and build upon effective coping
skills in order to effect more positive long-term outcomes.
The development and streamlining of a child life component to disaster relief
programming is crucial. Awareness needs to be raised that children have specific
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psychosocial and emotional needs and that there are people qualified to address them.
Standards for working with children should be developed and advocated for; many
individuals and groups wanting to help - while certainly motivated by good intentions will assume that specialized skill is not needed to help children and will initiate
"therapeutic activities." According to Yule, who did specialized work with children
following the 2005 tsunamis, "far too many NGO's provided opportunities for play with
no focus on how to address the fears, intrusive memories and poor concentration" (2006).
These volunteers are also very unlikely to be able to assess a child through his or her play
and determine whether it is progressive, therapeutic and a useful part of recovery, or if
the play is pointing to signs of deeper pathology that should be addressed. Child life
specialists are knowledgeable in play theory and understand how children communicate
through play and creative expressions; they are also qualified to address any concerns
that may be expressed through this play. Many volunteers are not qualified in these
particular areas and could potentially be causing harm if they attempt to provide this
therapy and address concerns that may arise.
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Chapter 3
American Red Cross & the Global Red Cross Network
When planning and organizing a disaster relief program, it is important to
establish a response plan with groups that are already reputable and skilled in responding
to disasters. It can be ineffective and sometimes even detrimental to the overall
humanitarian response to arrive at the scene of a disaster as an individual or unaffiliated
organization and provide a service without alliance with a larger organization. Because
child life specialists work so collaboratively with both medical and mental health
professionals, it is absolutely necessary to establish a proper - and ideally official relationship with an organization that provides these services. Thus, the model for the
integration of child life services into disaster relief operations must weave seamlessly into
a pre-existing model for large-scaled disaster relief.

I.

The Red Cross Network
The Red Cross is one of the world ' s largest and well-known relief networks. With

National Societies in almost every country of the world, the Red Cross is often at the
forefront of relief efforts no matter where a disaster might take place. In the United
States, the American Red Cross, a branch of the International Red Cross and Red
Crescent Movement, has become a nationally recognized, household level name. The
organization currently responds to almost 70,000 disasters a year and each year impacts
change for more than fifteen million people worldwide (American Red Cross, 2011).
There are over 700 local Red Cross chapters throughout the country, each with their own
contingent of specially trained volunteers.
Many different organizations operate under the umbrella of the International Red
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Cross and Red Crescent Movement. It is important to identify all of the different levels
and branches of the organization in order to ascertain where and how child life can be
integrated.
International Red Cross and Red Crescent Movement: a worldwide humanitarian aid
movement that consists of a network of national Red Cross and Red Crescent Societies
and specialty international organizations.
National Red Cross and Red Crescent Societies: these exist in nearly every country of the
world. Currently 186 National Societies are recognized by the Movement. Each entity
works in its home country according to the principles of international humanitarian law
and the statutes of the Movement. Depending on their specific circumstances and
capacities, National Societies may take on additional humanitarian tasks that are not
directly defined by international humanitarian law or the mandates of the international
Movement. For example, in many countries, National Societies are tightly linked to their
respective national healthcare system and provide generalized emergency medical
services. Although the Red Cross has no religious affiliations, most Muslim countries opt
to symbolize their Society with a crescent rather than a cross. The International
Federation of the Red Cross and Red Crescent Societies has adopted the red crystal as a
neutral symbol, though no official name changes have been made. Israel has adopted the
red crystal symbol as well as the name. See (Figure 1.) below.
International Federation of Red Cross and Red Crescent Societies (IFRC): this
organization coordinates activities between all of the national Red Cross and Red
Crescent Societies. The primary function of the IFRC is to lead and organize disaster
relief missions for large-scale emergencies, coordinating Emergency Response Units.
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The IFRC also promotes, guides and enhances psychosocial support initiatives and
maintains a Reference Centre for Psychosocial Support (PS Centre). The Federation
Secretariat is based in Geneva, Switzerland.
International Committee of the Red Cross: though part of the Movement, this
organization is a private institution dedicated to protecting victims of international and
internal armed conflicts, including refugees, prisoners, civilians and combatants alike. It
is 25-member committee that has unique authority, immunity and neutrality under
international humanitarian law. The organization advocates for the strengthening of
humanitarian law and universal humanitarian principles. It also may act as a neutral
arbitrator for warring parties.
American Red Cross: also known as the American National Red Cross, this is the official
National Society of the United States.
American Red Cross International Services Department: functions in the coordination of
relief efforts that require international assistance. Helps to mobilize supplies, money and
technical assistance. Is also involved in global health initiatives, disaster preparedness
programs and international tracing.
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■

Red Cross Societies

Figure I. World Map of Red Cross, Red Crescent and Red
Crystal Societies (2008) Dufo. Made available under Creative
Commons license.

■ Red Crescent Societies
■

II.

Red Crystal Society (Israel)

History of the Red Cross
The International Red Cross and Red Crescent Movement began in 1860's in

Europe. The movement was initiated in 1859 when Henri Dunant, a Swiss businessman,
witnessed the aftermath of the Battle of Solferino in modem day Italy. The battle took
place on June 23, 1859 and left 40,000 men lying on the battlefield, wounded, dying or
already dead. Dunant witnessed the scene in the evening after the battle and noticed that
there was little effort to provide care for any of the suffering. He then took the initiative
to organize civilians on his own to provide care, purchase supplies and construct
makeshift hospitals, encouraging equal care for all soldiers regardless of the side they
fought for.
Dunont wrote a book about his experiences and proposed the idea for a neutral
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organization that would provide care for wounded soldiers. He received support for this
proposal by Gustave Moynier, the President of the Geneva Society for Public Welfare.
Members of this Society discussed the topic favorably and decided to form a committee.
On February 17, 1863, Dunont, Moynier, the Swiss Army General and two doctors held
the first meeting of the International Committee for Relief to the Wounded. In 1864, the
Swiss government held a diplomatic conference during which the First Geneva
Convention was signed by twelve European states, agreeing to uphold the "rules of
international law for the protection of victims in armed conflict" (Pictet, 1951 ). These
rules guaranteed neutrality and protection for wounded soldiers, field medical personnel
and various humanitarian organizations.
Following the conference, seven of these states formed their own national
societies, and more and more continued to emerge. In 1867, the committee adopted the
official name of International Committee of the Red Cross.
In 1869, Clara Barton, an American nurse who cared for soldiers during the Civil
War, traveled to Switzerland for a vacation. While there she encountered war between the
French and the Germans and she was summoned to provide care through the International
Committee of the Red Cross. For three years she cared for wounded soldiers on both
sides and was later recognized by both countries for her dedication and impartiality. She
saw a need for a National Society in the United States and upon her return home in 1873,
began the movement.
Americans rejected the idea for many years, saying there would be no more wars
on American soil and therefore no need for such an organization. Barton postulated that it
could provide relief and assistance in areas outside of war as well. She finally gained the
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necessary support in 1881 and on May 21 st held the first meeting of the Association of the
American Red cross. On August 22 nd, Clara's friends and neighbors in Dansville, NY
created the first local society of the American Red Cross with fifty-seven members on the
charter. They were followed shortly thereafter by neighboring cities of Rochester and
Syracuse. Within a month, these societies were called into action for the first time when a
large forest fire left five thousand people homeless in Michigan. These small
organizations together raised $300 for the victims of the fires (Marks, 2006).
During Clara Barton's twenty-three years as president of the American Red Cross,
the organization's focus of service was primarily to help those affected by natural
disasters and other significant misfortunes. In 1892, the American Red Cross became
involved in its first international emergency, when it responded to a severe famine in
Russia. Volunteers were deployed to oversee the distribution of grains and medical
supplies to suffering people.
When Mabel Boardman took over as president in the early l 900's, she worked to
organize the scattered local societies into a network of nationally chartered chapters. The
American Red Cross received its first congressional charter, assigning it official relief
responsibilities for both civilians and military. The organization remained clear in that it
was not a government agency but rather a volunteer run organization that "relies on the
generosity of people to do its work" (American Red Cross, 2006).
The American Red Cross continued to grow and expand, with the implantation of
teaching programs for first aid and injury prevention, a blood donor program,
humanitarian support for American and allied forces overseas in World Wars I and II as
well as for their families at home, and refugee support programs in areas such as Korea
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and Vietnam. In 1919, Henry Davison, the president of the American Red Cross at the
time, proposed the formation of a league of National Societies to expand the international
activities of the Movement. Davison envisioned an organization that could provide a
combined effort in response to emergencies not caused by war, such as natural disasters.
Thus the League of the Red Cross Societies was formed between the National Societies
of the United States, France, Great Britain, Italy and Japan. After World War II many
more countries formed National Societies and joined the League. In 1991, the name was
officially changed to the International Federation of Red Cross and Red Crescent
Societies.

III.

Scope of Services
When a catastrophic disaster takes place, the International Federation of the Red

Cross and Red Crescent Societies provide relief for the survivors of these disasters. The
International Federation consists of a network of 186 societies, meaning that the majority
of countries around the world have their own National Society, either Red Cross or Red
Crescent.
In the event of a large-scale disaster, the local Red Cross or Red Crescent Society
in the affected country will assess the damage as well as the scope of needs. Even if it is a
very large event, many National Societies have appropriate resources and a significant
number of volunteers ready to help. If the National Society determines that the needs of
the community go beyond what can be provided locally, help will be requested from the
International Federation of Red Cross and Red Crescent Societies. The International
Federation will then assess the situation using Field Assessment and Coordination Teams
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to determine how to best elicit support from the global community. Relief can then be
provided by other National Societies in three ways:
1) Financial assistance: helps with the rapid purchase of necessary supplies.
This is the most effective mode of assistance, as it can be mobilized
rapidly and is beneficial in stimulating the local economy.
2) Relief supplies: warehouses full of supplies are located in strategicallyplaced countries for relative ease of access; National Societies may also
run local drives to send overseas.
3) Technical support: each National Society trains and maintains a roster of
disaster response staff and volunteers that can be deployed to assist with
disaster relief operations. Some National Societies maintain Emergency
Response Units (ERUs) to provide a specialized service.

IV.

Emergency Response Units
As a function of the International Federation of the Red Cross, there exists an

expansive network of Emergency Response Units (ERUs) that are used in the event of a
large emergency response operation. Emergency Response Units have been utilized since
1996 and have become crucial components of disaster relief, with 189 ERU deployments
to date (International Federation of Red Cross and Red Crescent Societies [IRFC], 2011).
An ERU is a "standardized package" of trained personnel and units of specialized
equipment that can be deployed almost immediately in the event of a major disaster.
These units are used when the affected country cannot possibly fulfill the crucial function
on its own. Currently there are six types of ERUs:
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•

Basic Health Care ERU : these units can provide curative and preventative health

care for up to 30,000 people. The units provide basic outpatient services,
community health outreach, immunizations and nutritional surveillance.
•

Referral Hospital ERU (or Field Hospital): these units provide surgical and

medical treatment for up to 25,000 people. Each has an inpatient capacity of 120150 beds.
o

*Rapid Deployment Emergency Hospital: this is a specialized unit within
the Field Hospital ERU that provides emergency care in the crucial 10-day
period post-disaster. It uses two Land Rovers and trailers containing all
medical and logistical supplies needed for this period. Once field hospitals
have been established these units are used for community outreach.

•

IT and Telecommunications ERU: these units are used to re-establish local

communication lines and networks. They also establish connections between the
field and the IFRC headquarters in Geneva for the purpose of information flow
and coordination of operations.
•

Relief ERU: these units support the affected country 's National Society in needs

assessment, relief distribution and the setting up of camps.
•

Logistics ERU: these units coordinate incoming relief supplies.

•

Water and Sanitation ERU: these units facilitate the treatment and distribution

of water, as well as provide basic sanitation and waste management facilities.
•

Base Camp: while not technically considered an ERU, these units deploy as an

ERU would and are fully staffed with personnel. Base camps provide Red
Cross/Red Crescent staff with appropriate living facilities in areas where they are
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not otherwise available. These camps have climate-controlled tents, toilets, hot
showers, recreation facilities, a kitchen, offices, and coordination/communication
facilities.
When a disaster strikes, IFRC Field Assessment Coordination Teams (FACT)
comprised of expert disaster managers are often the first to the scene to assess need.
These teams will make recommendations for ERU deployment, and National Societies
then decide if they can supply the needed ERUs. The final consent must come from the
Deputy Director of the Secretariat's Coordination and Programmes Division; if given,
ERU's are deployed within 48 hours.
There are thirteen National Societies that maintain at least one full ERU, and seven
countries that supply trained staff to ERU teams. Though units are organized and
maintained by each sponsoring National Society, ERUs function as part of the
Federation's emergency response. The chart below shows which National Societies
provide units.
National
Societies
with full
ERUs
Austria
BeNeLux*
Denmark
Finland
France
Germany
Italy
Japan
N orway
Spain
Sweden
Switzerland
UK
USA

Field
Hospital

Basic
Health
Care

Relief

IT&
Telecom

Water
&
Sanitation

✓

✓

Logistics

Rapid
Deployment
Hospital

Base
Camp

✓
✓
✓

✓

✓

✓

✓

✓

✓
✓

✓

✓
✓

✓

✓

✓

✓

✓

✓
✓
✓

✓

✓
✓

✓

✓

✓

✓

✓
✓
✓
✓

✓

✓

*BeNeLux =Belgium, Netherlands and Luxembourg
(chart adapted from IFRC, 2011)
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Each ERU is staffed by up to thirty trained personnel, who are not only highly
skilled in their profession but also extensively trained by their sponsoring National
Society. Each National Society covers salary, benefits, insurance and travel expenses for
each member of its ERU. Each unit is fully self-sufficient for one month with all
necessary supplies and equipment for survival and technical functionality. An ERU can
remain deployed for up to four months, upon which time team members either hand off
responsibility and return home or assume a role under local delegation.

V.

American Red Cross Scope of Services
With almost 700 local chapters and over 1.33 million volunteers nationwide, the

American Red Cross is highly equipped to respond to disasters on any scale, whether
they are single family house fires or natural disasters that can affect an entire city. In the
event of a large-scale national disaster, the American Red Cross can call upon an
expansive list of disaster relief volunteers, who are then deployed for short periods of
time, typically ranging from ten days to three weeks. Volunteers may provide leadership,
operational assistance or technical assistance. Typically they will assist with handing out
food and supplies, though specific technical skills might be employed through functional
subdivisions of the overall relief operations. Additionally, specific disciplines may
function within a particular division of the organization, such as the Division of Mental
Health Services (DMHS) (see page 39).
Within the American Red Cross is the American Red Cross International Services
Department. This branch of the organization functions exclusively for international
assistance efforts. It maintains ERUs in IT/telecommunications and relief as well as

37

supplies warehouses of supplies in Dubai, Panama and Malaysia for immediate response
to disasters. The division has also created the Psychosocial Support Program (PSP) that
provides long-term psychosocial support during the recovery and rebuilding phases of
relief (for more on this program see page 51). In addition to contributing to large-scale
disaster relief efforts, this department has ongoing projects and overseas initiatives that
include:
•

Disaster preparedness

•

Global health (i.e. the Measles Initiative, vaccinating over 60 miUion children in
developing countries in conjunction with the World Health Organization [WHO],
UNICEF, U.S. Centers for Disease Control and Prevention, and the United
Nations Foundation)

•

International tracing of family members separated at times of war or disaster
(Restoring Family Links services)

•

Education of the American public on international humanitarian law
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Chapter 4
Mental Health Services vs. Psychosocial Support

I.

Mental Health Services in Disaster Relief
In 1989, the American Red Cross officially recognized that the emotional needs

of disaster victims as well as disaster responders were too big to ignore. People were
dealing with unfathomable and traumatic losses and the impact of the stressors was often
severe. The American Red Cross formalized a disaster mental health initiative in 1989,
incorporating specially trained mental health professionals into national disaster relief
operations (Weaver et al., 2000). The Red Cross Disaster Mental Health Services
(DMHS) program used mental health professional in the fields of psychology, psychiatry,
nursing, and counseling. In addition to standard Red Cross volunteer training, mental
health volunteers take a two-day DMHS training and thus become equipped to address
and ameliorate post-disaster stress responses in both victims and relief workers.
The primary function ofDMHS is to recognize, address and reduce the incidence
of post-traumatic stress symptoms and Post-Traumatic Stress Disorder (PTSD). PTSD is
defined by the Mayo Clinic (2011) as "a mental health condition that is triggered by a
terrifying event [characterized by] flashbacks, nightmares, severe anxiety and
uncontrollable thoughts about the event." DMHS workers address post-traumatic stress
through mental health techniques of crisis intervention, education about stress and its
effects, advocacy, and referral for mental health services.
Disaster Mental Health Services have proven to be critical and effective in the
care of victims and workers in disaster relief efforts in the United States. However,
because the field of mental health is not clear-cut and exact, its practices have been met
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with some opposition from time to time, particularly in the practices of defusing and
debriefing, both techniques that encourage participants to talk freely about the event they
experienced and their feelings about it. Opposition to these practices argue that they may
actually exacerbate stress rather than reduce it. One of the primary tenets of disaster relief
work is to "do no harm" and it is maintained by some that one-time debriefing with no
follow-up is potentially harmful to those receiving care. Because of these controversies,
defusing and debriefing are no longer taught in DMH training, though the techniques may
still be used by many in the field if it is part of a broader and ongoing crisis intervention
program (Weaver et al., 2000)
Within the global framework, there has been widespread recognition that a
psychological and mental health-based approach is not only ineffectual but may in fact be
detrimental to the population being treated. In a non-Western culture, to evaluate and
treat symptoms and reactions based on post-traumatic stress criteria and Western ideals of
health and well-being is considered by many to be an ethical and practical misjudgment.
Many Western theories of mental illness, including but not limited to PTSD, are not
universalized diagnoses, and to assume that they are might seriously undermine the
differences that exist between cultural groups' unique understanding of and responses to
stressful life events (Boyden & Mann, 2005). According to von Ommeren, Saxena and
Saraceno (2005), illnesses such as PTSD, anxiety and depression are considered by some
to be "pseudoconditions" with diagnostic criteria derived primarily from cultural
circumstances and characteristics. In Summerfield's words, "we need to remember that
the Western mental health discourse introduces core components of Western culture,
including a theory of human nature, a definition of personhood, a sense of time and
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memory, and a secular source of moral authority. None of this is universal" (2005).
To focus on stress reactions and psychiatric disturbances without a thorough
understanding about ideas of misfortune, illness and mental illness, language of distress,
cultural attitudes, coping styles, and countless other factors establishes grounds for
assumption, error and offense.
Summerfield (2005) provides an example from when he was working in occupied
territories in Palestine. He describes what he refers to as a "mental health melee," where a
variety of outside aid groups arrived to provide counseling, as they assumed that's what
the war-affected victims would need. In fact it was not; locals were not only unfamiliar
and uncomfortable with these practices, but the actual presence of these programs was
harmful. It diverted what little energy victims had from mere survival, and the stigma that
was placed on those targeted for mental health interventions ultimately affected the sense
of coherence in the community, a critical factor in resilience and recovery.
A focus on children, with all of their unique developmental needs, further
complicates the issue. In working with children cross-culturally, particularly in areas
concerning development and child psychology, there are different schools of thought.
One of these is referred to as " cross cultural universality," which holds to the belief that
all children across all cultures develop along the same blueprint and are therefore subject
to the same syndromes, stress reactions, and patterns of maladjustment. In this case, the
same methods of assessment, diagnosis and intervention can be applied. On the other
hand, the "cultural specificity" philosophy asserts that a child's psychological
development is the product of his or her environment, and that the significance of an
experience and whatever impact it may have on this child should be considered and
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understood in relation to the culture in which he or she exists (Williams, 2007).
Modern approaches to child mental health, as they are based upon theory, are
clouded by elements of this "cross cultural universality." Theorists in developed,
Europeanized countries have carried out the vast majority of accepted research in child
development. Psychologists such as Sigmund Freud, Erik Erikson and Jean Piaget
observed children functioning primarily within Eurocentric and modernized cultures, and
from these observations formed theories. These theorists established universal models for
how all children learn and develop, regardless of the environment they do it in.
Freud, a psychologist, created theories based in sexual drives and impulses. He
assumed that all typically developing children go through a series of conflicts in
overcoming these impulses, and when these conflicts are not overcome, lifelong issues
and problem behaviors develop. These theories were soon overshadowed by Erikson's
theory on psychosocial development. Similarly, this theory suggests that each individual
confronts and adjusts to specific issues that arise at key points throughout development,
and that positive characteristics result from overcoming these conflicts appropriately. In
contrast, the conflicts introduced in Erikson' s theory are more social in nature and take
into consideration a child's interactions with his or her social environment. Piaget's stage
theory for cognitive development recognizes that the child is an active agent in his or her
learning process through reconciling expectations about the world against actual
experiences. The theory outlines how children are able to process and integrate
information and environmental stimuli as they encounter it. Though both Eriksonian and
Piagetian theories highlight the uniformities of all children in a "generic" world,
assumedly, that world is a Eurocentric one. Although Erikson tested and proved his
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theory across a handful of cultures and Piaget considers the child's specific interactions
with his or her culture, these are still generic models. They assume implications and
anticipated outcomes that would theoretically translate into any culture, which is
unrealistic and impossible to gauge.
The primary issue in applying these theories cross culturally is that the models
assume that a typical and fluid course through these stages is a mediating factor for risk
and resilience. While this may prove to be true in developed cultures where these theories
have been studied at length, it is not valid to assume that a child in a culture entirely
separate from that of these theorists will or will not be prepared to cope based on his or
her course of progression through the standard developmental stages. Children in the
industrialized, minority world are used as a benchmark for what is considered "healthy"
and raised "properly" when in actuality, very different realities shape the lives of children
in other cultures, which affect factors such as resilience and ability to cope.
Traditionally, child development theory has been used as a foundation for
assessment and treatment of children in both the mental health and psychosocial fields,
including child life. Child life practice, however, takes a broader psychosocial
perspective and recognizes when social and environmental factors may be interfering
with a specialist's ability to assess for development. In the absence of a valid
developmental assessment, specialists are still able to provide effective services based on
the philosophy of meeting the child where he/she is at.
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II.

Psychosocial Support Services in Disaster Relief
In the mid 1990's, there developed a growing awareness that trauma-based mental

health interventions were not effective in the global forum. The International Federation
of Red Cross and Red Crescent Societies, in addition to many other humanitarian
organizations, recognized that there was a greater need to support victims of disaster
within the contexts of their own cultures and communities, building on their own innate
strengths and empowering them to support themselves through the strengths of the
community (Christensen, 2008). Because each culture is entirely unique in its views on
mental health and emotional healing, it is considered much more effective to support a
community in their own processes of acceptance, coping and adaptation.
Psychosocial support is a relatively newer approach that is a commitment to
nonrnedical technique. While similar to mental health in the sense that it addresses the
emotional reactions of victims, it maintains a certain distance from mental health
techniques. According to the IFRC Psychosocial Centre (2008), "psychosocial support is
a process of facilitating resilience within individuals, families and communities. Through
respecting the independence, dignity and coping mechanisms of individuals and
communities, psychosocial support promotes the restoration of social cohesion and
infrastructure."
Currently psychosocial support is a global standard in disaster relief, as the
Sphere Handbook, the principal set of guidelines and standards in disaster relief, calls for
and recognizes the inclusion of psychosocial support services in disaster relief operations.
Sphere standards were created in an effort to establish universal paradigms for practice in
areas of disaster relief. The Sphere Project began in 1997 by a group ofNGO's and the
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Red Cross and Red Crescent movements. The need for such a project came about as it
was recognized that many different organizations from many different countries were
arriving at the scene of a major disaster, all with their own models and ideas. Some of
these followed standards for care created by major organization such as the World Health
Organization (WHO) or the United Nations Children's Fund (UNICEF), but for the most
part each organization had its own mission and standards for practice. This made for
more chaos than was necessary; some areas had overlap, miscommunication and
disagreement, while other areas were overlooked and neglected (Sphere Project, 2004).
The most effective care was not being provided; thus this project was initiated. The
Sphere Handbook - technically called the Humanitarian Charter and Minimum Standards
in Disaster Response - is based on two things: "first, that those affected by disaster or
conflict have a right to life with dignity and therefore a right to protection and assistance,
and second, that all possible steps should be taken to alleviate human suffering arising
out of disaster and conflict" (Sphere Project, 2004).
The Sphere Handbook contains guidelines in all areas of technical support
following a disaster, including:
•

Standards common to all sectors: basic program design and implementation

•

Water supply, sanitation and hygiene promotion

•

Food security, nutrition and food aid

•

Shelter, settlement and non-food items

•

Health services

Each chapter contains minimum standards, which are universal and can be applied in any
setting; key indicators, which are quantitative and qualitative tools to measure the success

45

in attaining the standards as well as their impact; and guidance notes, which relate to
specific points in the standards or key indicators and may offer advice or discuss common
dilemmas relating to the point. These standards, indicators and ideas are not original
materials but rather a collection of evidence-based best practices combined with preexisting knowledge. The standards are a consensus, not a sanction, and there is a certain
amount of flexibility incorporated, as it is recognized that each context is different and
there may often be factors that make standards unattainable (Sphere Project, 2004).
The handbook states "although it is difficult to quantify, mental health and
psychosocial problems can be associated with any type of disaster and post-disaster
setting. The horrors, losses, uncertainties and other stressors associated with disasters can
place people at increased risk of various psychiatric, psychological and social problems"
(Sphere Project, 2004). The following excerpt is from Chapter 5: Minimum Standards in
Health Services, in the third section which discusses the control of non-communicable
diseases, under which standards for psychosocial services are outlined.

Key social intervention indicators
During the acute disaster phase, the emphasis should be on social interventions.
•

People have access to an ongoing, reliable flow of credible information on
the disaster and associated reliefefforts

•

Normal cultural and religious events are maintained or reestablished
(including grieving rituals conducted by relevant spiritual and religious
practitioners). People are able to conductfuneral ceremonies (see
guidance note 2).

•

As soon as resources permit, children and adolescents have access to
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formal or informal schooling and to normal recreational activities.
•

Adults and adolescents are able to participate in concrete, purposeful,
common interest activities, such as emergency reliefactivities.

•

Isolated persons, such as separated or orphaned children, child
combatants, widows and widowers, older people or others without their
families, have access to activities that facilitate their inclusion in social
networks.

•

When necessary, a tracing service is established to reunite people and
families.

• Where p eople are displaced, shelter is organized with the aim ofkeeping
family members and communities together.
•

The community is consulted regarding decisions on where to locate
religious places, schools, water points and sanitation facilities. The design
ofsettlements for displaced people includes recreational and cultural
space (see Shelter and settlement standards 1-2, pages 211-218) (Sphere

Handbook, 2004).
The IFRC started its psychosocial support programming in 1993. The overall
purpose of the initiative is to support the National Societies and the International Red
Cross and Red Crescent Movement in:
•

Creating awareness of psychosocial issues that may be prevalent in the wake
of a disaster

•

Developing psychosocial support initiatives in both preparedness and disaster
response programs
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•

Continuously improving the quality of emotional support provided to both
victims and relief volunteers (Christensen, 2008).

The Reference Centre for Psychosocial Support, better known as the PS Centre,
was opened in 1993 and serves as the IFRC headquarters for psychosocial support
initiatives. This institution is based in Copenhagen, Denmark and is sponsored by the
Danish Red Cross. The Centre works to develop knowledge and best practice principals
that will inform psychosocial initiatives and operations of both the IFRC and the
individual National Societies. The main responsibilities of the Centre include research,
documentation and dissemination, advocacy at the policy level, and capacity building
within the National Societies.
The work of the PS Centre is gaining in momentum and more National Societies
as well as other humanitarian organizations are integrating psychosocial programs into
their own disaster relief initiatives. The growing consensus appears to be that a
psychosocial response that respects and supports the unique culture, independence,
dignity and coping mechanisms of each individual and each community is immensely
more valuable than a generic symptom-based mental health approach.
Psychosocial support initiatives exist in various capacities throughout the
Movement.

III.

Psychosocial Support in ERUs
With the growing recognition of the need for psychosocial support in the

aftermath of a disaster, the International Federation of Red Cross and Red Crescent
Societies (IFRC) has called for a greater emphasis on psychosocial support in the
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emergency relief stages. In 2009, the Psychosocial Centre of the IFRC formalized its plan
for inclusion of a psychosocial support module utilizing psychosocial support delegates
and supporting kits in health ERUs. These modules would address the glaring emotional
needs that members of health ERUs were historically unable to address. The purpose of
this role is "to enable a positive social and physical environment where children and
adults find opportunities for stimulation, skill building and socialization" (Psychosocial
Centre, 2008).
According to the IFRC (2010), the roles of psychosocial delegates include:
•

Training volunteers in psychological first aid and emotional support

•

Facilitating community activities

•

Organizing outreach events

•

Educating ERU team members on psychosocial issues and how to
recognize them

•

Facilitating volunteers in organizing games and play activities for children

•

Communicating with local health authorities, WHO, UNICEF, etc.

•

Assessing, monitoring and evaluating needs and activities continuously

•

Facilitating and assisting team in transition from relief to recovery

The psychosocial delegate is not necessarily a licensed psychologist, as he or she
is not providing any specialized mental health or clinical interventions. Rather this
delegate is functioning primarily at level one as demonstrated in the following
framework:
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Level 3:
Specialized C lin ical

Level 2:
Mental Health

Level l :
Practical help, Emotional Support,
(adapted from TFRC.org, 2010)

While the psychosocial delegate is not acting at each level, it is crucial for him or
her to have a good understanding of the mental health field and what each level entails so
as not to cross boundaries and assume any responsibilities of ERU clinical staff.
Following the 2010 ea1thquake in Haiti, a Norwegian Rapid Deployment
Emergency Hospital Unit staffed by Norway, Canada, Israel and Denmark employed two
psychosocial support delegates. During first three weeks of deployment, these delegates
remained within the hospital setting, providing psychological first aid to patients and
families as well as recruiting and training local volunteers to help provide these services.
They also established child-friendly spaces and provided supportive measures fo r the
unique needs of children:
"The psychosocial delegates and their volunteer teams established a protocol to
ensure the protection and care of unaccompanied minors and isolated children. A
child-friendly space was set up, with structured playing and activities that
allowed the children to regain a sense of normality. A social space was also set
up in the hospital grounds, with games and recreational equipment to enable
socializing and an opportunity to talk. This was used by hospital staff, patients,
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visitors and relatives. In the pediatric unit, particular attention was given to
parents and children, to reinforce parenting skills and re-establish daily routines
through games that stimulated psychomotor development. Creative activities such
as the establishment ofa children's choir and an exhibition ofdrawings helped
raise spirits in the hospital and bolstered mechanisms ofsocial support. "
(Elsharkawi et al., 2010)
After three weeks, these delegates expanded their range of services to provide
psychosocial support outside the hospital in the form of community interventions. They
worked with and trained members of the community as well as other NGO' s to assume
and continue the psychosocial initiatives started by the delegates to ensure follow-up and
continuity of care.

IV.

Psychosocial Support Programs
Many National Societies are now part of the Psychosocial Support Program

network and train staff and volunteers at the regional level. The American Red Cross has
developed its own Psychosocial Support Program (PSP) to assist with disaster relief and
long-term recovery. The PSP takes a grassroots approach, focusing on capacity building
by training local volunteers and professionals. The program helps communities learn
what their own psychosocial wants and needs are and assists them in creating programs to
address and achieve these. The American Red Cross has successfully implemented these
programs in Sri Lanka, Indonesia, the Maldives and India following the 2005 tsunami
and in Haiti following the 2010 earthquake.
A psychosocial support program is involved in both community-based and
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emotional-based support activities. Community-based support activities include:
•

Supporting, facilitating and advocating for return to normal daily routine,
including school and work

•

Play and recreation groups and activities for children

•

Supp011ing, facilitating and advocating for religious and cultural
ceremonies, traditions, rituals, etc.

•

Supporting, facilitating and advocating for drama, art and cultural
activities to promote a sense of community cohesion

•

Supporting, facilitating and advocating participation in community
cleanup efforts

•

Providing support for staff, volunteers and community members that are
helping and supporting others

•

Creating "safe environments" in schools: teaching teachers how to
facilitate and encourage expression of emotions and a sense of community
and cohesion among students

•

Involving community members in long-term resiliency and goal-setting
projects

Emotional-based support activities include:
•

Psychological first aid: a basic tenant of disaster relief across multiple
humanitarian agencies, this technique teaches relief workers to:
o

Ensure that the victims basic needs are met

o

Ensure that the victim is protected from further harm
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o

Listen, but don' t force to victims to talk

o

Validate and normalize feelings and reactions: help the individual
recognize positive aspects of his or her coping thus far

o

Provide suggestions, solution and strategies and plan a next stophelp the victim to think of a realistic outcome or action that he or
she can take. He or she must feel like an active participant rather
than a passive victim

o

Refer victims to existing supportive networks and encourage the
company of family and friends. Refer to a specialized mental
health clinician if it appears to be necessary (i.e. if a pre-existing
mental health condition exists) (Prewitt Diaz, 2006)

•

Determination oflanguage of distress- this involves members of the local
community to determine what reactions to stressful or traumatic events
may look like in that culture. This is done to help not only PSP workers
but members of the community as well to identify who may be having a
more difficult time coping and how they can be supported.

V.

Outcomes
It is difficult to measure the benefits of a psychosocial support program, primarily

because qualitative outcomes are difficult to produce without data on pre-disaster
psychosocial functioning. Additionally, psychosocial competence is a challenging
concept not only to measure but also to define. Integration of child life into psychosocial
programming would be even more difficult to measure qualitatively, as children are and
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always have been challenging in terms of accuracy (i.e. self vs. parent reporting).
Establishing data and "best-practice" for the psychosocial care of children in the
aftermath of a natural disaster may never be possible. It is true that culture makes such an
impact that Western standards of best practice cannot and should not be assumed.
Admittedly this makes the possibility of working within any and every culture a
substantial challenge. Skeptics might contest the arguments made in this paper, reasoning
that if we do not know a specific culture's pathways to health, resilience and adj ustment,
Western approaches of any type, even psychosocial in nature, are unlikely to be effective
or beneficial. However, this author maintains that the principles of child life are
universally applicable for a variety of reasons.
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Chapter 5
Rationale for Child Life in Psychosocial Support Programming

The presence ofa child life specialist in psychosocial support programming
provided by the American Red Cross is highly suggested by this author. However, the
American Red Cross does not provide psychosocial services in the acute emergency
stages; this is primarily a function ofthe delegates deployed through Emergency
Response Units. Currently the United States maintains ERU's only in the areas of
IT/telecommunications and reliefassistance (i.e. distribution ofsupplies). While it is
understood that American psychosocial support staffare not deployed in ERU's, for the
purposes ofcreating an ideal model, the author suggest the inclusion ofa child life
specialist in an ERV delegated through the International Federation ofRed Cross and
Red Crescent Societies.
It is the belief ofthis author that the child life specialist would be of maximum
benefit when able to provide services during the acute emergency phase. It is during this
time that children are likely to be experiencing the highest levels offear and anxiety and
are in the greatest need ofage-appropriate support and intervention, particularly in the
hospital setting.
While the American Red Cross does not traditionally deploy delegates to outside
ERU's, the case has been made that child life specialists would perform a crucial
function within both the medical and psychosocial teams, andfew child life specialists
exist outside ofthe United States. Until the field ofchild life becomes more widespread
and international, it will be necessary to appeal to the American Red Cross in an effort to
fund and support the inclusion ofa child life specialist within an ERV maintained by
another National Society.
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Empirical evidence surrounding the need for and benefit of psychosocial care
following a disaster is quite difficult to obtain. Therefore the rationale for providing these
interventions is based largely on plausible conceptual assumptions. The primary reason
why research is difficult and even slightly impractical is because each and every disaster
is unique, not only in the nature of the disaster itself but particularly in the population
group that it affects (Moss et al, 2006). As outlined previously, each culture will vary in
reaction, response, risk, and specific needs for intervention.
Child life, while allied closely with the mental health practices that currently
provide services in disaster relief operations, offers a unique form of intervention. While
the work of the psychotherapist and psychologist involves intrapsychic change, the child
life specialist focuses more specifically on coping and stress management. The specialist
has special skills in interacting with children, but he or she is also qualified to provide
support for parents as well, particularly in issues that relat~ to the family system.
There are many factors, both pre-existing and disaster-related that can affect
coping of a certain population as well as each individual within it. An effective
practitioner will discover and assess these factors prior to initiating intervention so as not
to interfere with existing efforts and culturally-specific processes. People are resourceful
beings and faced with disaster, will begin actively coping on their own according to their
personal priorities. The most effective assistance that a volunteer from outside of the
community can provide is the recognition, encouragement and support of pre-existing
skills and capacities to cope with stress and adversity (Sphere Project, 2004). All people
and cultural groups possess these abilities; it is the job of the practitioner to identify and
then integrate them into the philosophies and standards of practice that he or she upholds,

56

as well as to the global standards identified by the overarching relief organizations and
the Sphere standards.

I.

Phases of Recovery
There are two different series of post-disaster phases that are relevant to

psychosocial intervention. In each phase, there are very specific needs and therefore
specific goals for the child life specialist to consider before planning intervention. First it
is important to outline what each series is and each of the phases that constitute them.

A. Phases of Emotional Response
The Red Cross recognizes four phases of a community's emotional response to
disaster. These phases are the Heroic Phase, Honeymoon Phase, Disillusionment Phase
and Reconstruction Phase.
Heroic Phase

This is the first stage immediately post-impact. Survivors and victims are
typically very shell-shocked during this time, but many jump into action, becoming first
responders and initiating intense rescue efforts. Often outsiders assume that victims are
shocked into helplessness, but this is far from the truth. Before any outside help arrives,
victims organize themselves to help their communities; leadership, teamwork and
altruism emerge. The Red Cross may already be at the scene and assisting those in
desperate need of help, but local responders complete most of the rescues. According to
Abdallah & Burnham (2000), 90% of alive rescues are made within the first 72 hours of
the event; it is likely that the majority of the outside help is just beginning to arrive and
set up camp at the latter end of that window.
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Honeymoon Phase

During this time, help from volunteers and the government is increasing; there
may even be an overabundance of help and supplies. Survivors may be experiencing a
temporary sense of optimism and security. There is a sense of camaraderie, having shared
a catastrophic experience and lived through it. This phase may last for weeks or even
months, depending on the scale and nature of the disaster.
Disillusionment Phase

During this third phase, survivors and volunteers alike begin to realize how
exhausted they are, both physically and emotionally. Disaster relief agencies and
volunteer groups start withdrawing, and less and less financial/material support is being
provided. Survivors may begin feeling abandoned and hopeless, camaraderie has faded as
people are focused on solving their own personal problems and rebuilding their own
lives. There is resentment if promises for aid were not fulfilled, and anxiety and
psychological reactions might become more prevalent. This phase can last for many
months and sometimes even as long as two years.
Reconstruction Phase

Eventually the survivors realize they need to reassurne the responsibility of
solving their own problems as they enter into the reconstruction phase, which is the most
long-term phase of recovery. During this time the community recognizes the need to
begin re-establishing functionality and self-efficiency. Members of the community
working to get their lives back on track reaffirm a sense of hope in others. There is an
increased enthusiasm for the re-building of homes and community buildings, and large
relief organizations will likely assist with this.
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B. Phases of Operational Response
The actual process of relief work occurs in four different stages. Many different
organizations and theorists have different names for these phases, and some consider it to
be more of a cycle, as the final phase of mitigation includes elements of preparedness.
The phases are the Emergency/Acute.Phase, Post-Impact/Recovery Phase, Relief Phase,
and the Mitigation Phase. (The impact phase is also referred to, but is not part of
recovery. This phase is the actual occurrence of the disaster.)
Emergency/Acute Phase
The acute phase is when immediate threats have started to subside, survivors
begin to assess damage, injuries and health status, and care for a health emergency is
sought. The acute phase may be less than a day or many weeks, depending on the nature
of the disaster. Many rescue efforts may be taking place; some international assistance
may be arriving from organizations with special training in search and rescue.
Note: It is unlikely that an international volunteer will be present during the impact and
acute stages of a disaster, but rationale is included anyway, particularly because the
model and handbook are very much applicable to relief at the local or national level as
well.
ReliefPhase

In this phase, the physical threat of the disaster is gone. People begin the recovery
process and are starting to become aware of the effects of the damage on the overall
community. State and federal agencies will perform needs assessments and plan the
magnitude of the response plan. Foreign assistance will be requested if government
resources have been overwhelmed. Relief agencies typically play their most beneficial
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role in this stage, though a community might be inundated with the presence of various
and numerous NGOs. Basic survival needs are starting to be met; more comprehensive
health services can now be provided. There is a heightened risk for public health
problems and outbreaks, particularly if people are sheltered in tight quarters.
Recovery Phase

During this phase there is a move towards the building of more permanent
structures and infrastructures. There is a significantly decreased need for NGO support as
many parts of the community's infrastructure are returning to functionality.
Mitigation Phase

This phase is likely to have overlapped with previous phases. This aspect of
recovery involves improving systems and addressing issues of vulnerability to future
natural hazards. Communities may engage in response planning or provided with
education on proper building methods and appropriate warning systems. When a
community recognizes the need for future planning and preparation, mitigation may be a
continuously ongoing process.

II.

Phase-Specific Intervention

A. Im pact/Acute/Early Relief

During these early phases, there is high emotional arousal as well as well as
specific uncertainties and fears regarding safety (Vernberg & Vogel, 1993). Intervention
during these stages should include psychological first aid as outlined in the Sphere
standard above, but there is a very specific need here for a specialized child life
intervention in the form of preparation and procedural support. Medical treatment can be

60

traumatic enough for children in everyday settings. In the midst of and immediately
following many types of natural disasters, children are likely to be feeling scared and
threatened with ideas of injury and bodily harm. Their defenses are already escalated
from the events of the disaster, so blood draws, sutures, injections or even non-invasive
physical exams could provoke intense fight-or-flight reactions stemming from their
recent trauma. This can be extremely difficult for the child, the healthcare provider and
the child' s parent or caregiver to handle, particularly because coping abilities are likely to
have already been overwhelmed.
A child life specialist in this setting could have many beneficial functions in a
way very similar to the role of the child life specialist in pediatric emergency
departments. Thompson and Snow (2009) refer to a study done in 1985 by Alcock,
Feldman et al. on the efficacy of child life intervention for children receiving sutures in
the emergency department. Results reflected positively on the presence of child life, with
those children and families having received information about the setting and experience
and preparation for the procedure reporting significantly lower levels of anxiety and
higher parent satisfaction.

In the field hospital setting, the child life specialist would perform a similar role,
providing information about the process and experience so that people know what to
expect both during the waiting process as well as during the doctor visit. This may be
particularly important when working in developing countries, as many of these people are
likely to have had no prior experience with western medicine. When there are high
volumes of people with severe injuries and illnesses, the need for very rapid assessment
and triage is necessary; therefore a public health approach should be taken and brief,
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large-scale interventions should be provided.
During this phase it is also extremely important to begin establishing contact and
building rapport with those children who may be identified as severely impacted. These
are often children who have directly observed massive destruction or human tragedy.
They might be experiencing disorientation and shock or displaying very severe reactive
behaviors. Child life specialists can begin to work with these children in processing what
they saw and experienced and later determine if follow-up or further psychological work
is necessary. According to Vernberg & Vogel (1993), numerous studies have shown that
traumatized children tend to remember the people who reach out and make contact with
them at the height of their distress. Having this initial relationship will increase the
chances of these children accepting and responding well to follow-up care from this
person.
B. Later Relief, Recovery

During these phases, the child life specialist's skill in fostering and promoting a
child's ability to process a difficult or traumatic experience will shine through. Goals of
intervention are typically to promote concepts of mastery and control over a seemingly
uncontrollable situation as well as allow children to become more aware of their effective
coping abilities to continue building upon them. The child life specialist facilitates group
processes to allow children the opportunity to see and get to know others that are
experiencing similar feelings to them. Validation and normalization of difficult emotions
is an essential part of the coping process. Children need to address these feelings and
know that they are normal and okay to feel before they become either buried or distorted,
which might ultimately lead to maladaptive coping (Pynoos & Nader, 1988).
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The child life specialist can continue to provide support in the medical facility as
well. This can be especially important for children who are residing in the hospital setting
and adapting to new and major life changes. Children who may have experienced bums
or limb losses are likely to be struggling with body image issues, an area that a child life
specialist is able to address through intervention. The specialist may also help the child
integrate new limitations into his or her existing lifestyle and help to recognize and feel
good about the positive aspects of his or her image and self as a whole.
Additionally, the child life specialist can also work with the parents of affected
children, helping to teach them appropriate ways to support their children following a
traumatic incident. Parents may be having difficulty understanding why their child may
be angry or upset with them; it should be reinforced that it is normal for children's sense
of trust in their parent or caregiver to be shaken fo llowing a traumatic experience,
particularly if it resulted in an injury. It can also be explained that children may need
someone to take their negative emotions out on; parents are often the targets since their
children trust them most to not retaliate or leave following the insult. A child life
specialist can provide group interventions for parents, which might also be therapeutic for
them as well to have shared experiences with peers.

C. Mitigation
Should a child life specialist remain in the disaster affected area into the
mitigation phase, the emphasis of the work should be on sustainability. Child life
specialists should focus on orienting local professionals to the practices and philosophies
of child life. In continuing work within large-scale psychosocial efforts, the child life
specialist should also focus efforts on advocacy and awareness for children's
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psychosocial and emotional needs with a particular focus on the healthcare experience.
The follow-up and continuation of various psychosocial programming should be
encouraged and planned out.
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Chapter 6
Exploration of Similar Initiatives

In order to rationalize the argument for the inclusion of child life services into the
Red Cross model, it is crucial to evaluate similar models that have been proven
successful. As stated previously, there currently are no international disaster relief
organizations that include child life in their model of care. There are, however, a handful
of humanitarian organizations across various realms that have recognized the need for
child life specialists in their provision of medical care, in one case even integrating it into
its official model of practice.

I.

Operation Smile
Operation Smile is a non-profit organization that provides children in

underdeveloped areas of the world with surgeries to fix cleft lips, cleft palates and other
facial deformities. It is currently the only international medical mission organization that
officially incorporates child life services into its missions. While it has in the past
provided some medical care in disaster settings, Operation Smile has a very specific
mission and commitment to improving lives through cleft repair. There are distinct
differences between the capacity of the child life specialist on an Operation Smile
mission and what would be the capacity on a disaster relief mission, but is it important to
highlight through studying Operation Smile' s model that child life practice is indeed
universal, as it has proven effective and beneficial in the hundreds of different cultures
served by Operation Smile teams.
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A. History of Operation Smile
In 2009, the history of Operation Smile was chronicled by Scott Voss, the

organization's Director of Communications and Marketing. According to Voss, the story
began in 1982 when plastic surgeon Dr. William Magee Jr. and his wife Kathleen, a
registered nurse, participated in a medical mission in the Philippines. The goal of the
mission was to perform surgery on a handful of children with cleft lips and cleft palates.
While the mission was successful in that 40 children were given the opportunity to have
their lives impacted for the better, hundreds of children with devastating and lifethreatening deformities were heartbreakingly turned away. The Magee's made a promise
to return to the Philippines to treat the children they weren't able to the first time.
Operation Smile was thus formed. The organization raised money and solicited donations
of medical supplies and soon thereafter returned to the Philippines with 18 volunteers
who would perform 100 surgeries during the mission. Still hundreds waited and again,
hundreds had to be turned away.
The vision of Operation Smile has continued to grow, and since this
groundbreaking mission has developed into an international medical humanitarian
organization with over 50 countries in partnership and over 4,000 active medical
volunteers. Since 1982, over 150,000 children have been provided with life-changing
surgery. More than two-thirds of these patients are provided with year-round medical
care from local medical professionals trained by Operation Smile volunteers. Over
150,000 children have been given the opportunity to face life with dignity, many of them
being able to come out of hiding and go to school for the first time, or even just able to
play with other kids without the embarrassment and stigma associated with having a
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facial deformity. When children are given the ability to just be a normal kid, they can
have a better chance at living a productive life and affecting their community in a
positive way. Without question, Operation Smile does so much more than fix cleft lips
and palates. It changes lives.

B. Mission
The official mission of Operation Smile is as follows:
Operation Smile mobilizes a world of generous hearts to heal children's smiles
and transform lives across the globe.

We believe that all children deserve to live their lives with dignity. And/or those
suffering from cleft lip, cleflpalate or other facial deformities, dignity begins with
a smile.

Driven by our universal compassion for children, we work worldwide to repair
childhoodfacial deformities by delivering safe, effective surgical care directly to
patients. The global partnerships we create, the knowledge we share and the
infrastructure we build leave a legacy that lives well beyond our medical
missions, making a lasting difference in our world.

Our impact is felt not just through the children we heal, but through the daily
transformation ofdonors, volunteers and staffas we fulfill our shared vision and
see immediate, life-changing results.
(operationsmile.org, 2011)
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C. Excellence
Operation Smile is a one of the leading organizations providing global medical
care. It utilizes the latest, most effective practices in all aspects of the care that is
provided, ensuring that not only is the medical treatment advanced and innovative but the
social and emotional needs of the children and families served are met as well. Operation
Smile subscribes to Global Standards of Care, ensuring that no matter where the care is
provided, each patient is given the right to the same sophisticated equipment and
procedures, and that all volunteers are highly trained, qualified and credentialed.
Operation Smile also incorporates self-sustainability into its model of care,
teaching local healthcare providers effective healthcare practices in the effort to establish
local expertise throughout the world. The organization also supports the development of
Operation Smile Care Centers, currently in over 50 countries, which initiate and carry out
local missions and follow the Operation Smile model.
Operation Smile's expanse is perpetually growing. To date, the organization is
able to provide 150 missions each year, with each of those missions providing a surgery
for up to 400 children (operationsmile.org, 2011). A team comprised of up to 60 highly
credentialed medical volunteers participates in each mission. This team, which partners
with in-country medical staff and interpreters, consists of plastic surgeons,
anesthesiologists, general pediatricians, dentists, nurses, speech language pathologists,
biomedical technicians, medical records personnel, imaging technicians, and child life
specialists.
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D. Child Life Model
To date, Operation Smile is the only medical mission organization that has an
official program for child life services. A Child Life Specialty Council functions within
Operation Smile, comprised of a group of volunteer Certified Child Life Specialists that
exists to maintain and further define the role of child life within the organization. This
council is responsible for the recruitment, acceptance, training and supervision of all
Certified Child Life Specialists that participate in Operation Smile missions. A child life
specialist sits on the medical advisory council, a board of leadership that ensures
Operation Smile's global standards of care, in order to collaborate with chairpersons of
other specialties on issues of child and family centered care.
The role of the child life specialist is very well defined and he or she is considered
an integral member of the volunteer medical team. In order to qualify to be an Operation
Smile volunteer, a child life specialist must meet specific requirements. He or she must
have child life certification, have been in a paid child life position for at least two years,
and have had a leadership experience in the past. Child life applicants are reviewed by the
Child Life Supervisory Committee and if accepted, placed in a database of volunteers.
Child life specialists then await an assignment to a particular mission, chosen by the
Child Life Specialty Council.
When a child life specialist is selected for a mission, Operation Smile sends him
or her an information packet with important pre-mission details. The packet contains
logistical information about the trip, sample fundraising letters, a "wish list" for toy
donations, tips on cross-cultural communication, and information about cleft lips and
palates. There are no formal pre-mission training requirements, and specialists are
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generally trusted to function independently in the establishment of their own child life
program. Prior to the mission each child life specialist is encouraged to create various
educational and preparation materials in the native language of the mission country. They
are also encouraged to connect with the volunteer team prior to the mission, explaining
the role of child life and how it can helpful in the medical setting, in addition to eliciting
help in collecting toys and medical play supplies to bring on the mission.
An Operation Smile mission is two weeks in length, one week being the screening
week and the other being the surgery week. The child life specialist has specific roles and
responsibilities for each of the two phases. A typical mission schedule might look like
this:

I•

January 27: Team departs from home

I•
I•
I•
I•
I.

I.
I•

I•

February 4: Surgery (Day 1)

January 28: Team arrives in country

•

February 5: Surgery (Day 2)

January 29: Team arrives on site

• February 6: Surgery (Day 3)

January 3 0: First day ofscreening
January 3:1 Second day ofscreening
February 1: Third day ofscreening
February 2: OR set-up and scheduling
February 3: Free Day

I.
II ·
I•
II •
I

February 7: Surgery (Day 4)
February 8: Surgery (Day 5)
February 9: Surgery (Day 6) & Final Party
February JO: Volunteer team departs

In the beginning of the mission, one of the child life specialist's main priorities
must be to find an appropriate space for playrooms. Most missions assume space in an
already existing hospital, so free and open space might be difficult to find. If possible,
two playrooms are suggested: one for general play for those who are waiting, and one for
a more "quite space" for pre-op preparation where anxiety levels can be kept at a
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minimum.
During screening week the role of the child life specialist is generally more
flexible and variable. The specialist can play a valuable role in helping orient families,
letting them know in small groups what to expect during the screening process, the
sequence of events for the visit, etc. He or she can also explain to families how
prioritization is done so as to avoid surprise if their child does not get chosen. Of course
the specialist should also be available for emotional support for children and families that
are not chosen, as it can be very difficult news to receive. Families that are selected can
be educated on how to appropriately support children before, during and after the
procedure, as well as some techniques for how they themselves can cope (relaxation,
answer seeking, etc.
In supporting children during screening week, a specialist plays a key role in
making the environment as normal and non-threatening as possible. This involves
initiating large group play activities, running small medical play groups, as many of the
children have never been to the doctor before, and circulating throughout the screening
and blood-draw stations providing distraction, distributing toys and teaching positions for
comfort. Additionally, the child life specialist educates the medical staff on child-friendly
techniques and how they can create therapeutic relationships with the families and
children.
Hundreds of children will be screened during the first week so it is not possible
for the child life specialist to assess each and every child. In the Operation Smile field
just as in everyday practice, specialists use risk assessment techniques in order to
prioritize care. Using these assessments, he or she then plans and carries out specialized
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and developmentally appropriate interventions that incorporate elements of preparation,
education, teaching/rehearsal of coping techniques, and relationship building with
children.
During surgery week, the role of the child life specialist is largely in preparation
and post-procedure support. On either the night prior or morning of surgery, the specialist
provides preparations for those children prioritized in risk assessment. He or she will use
medical equipment and photos for sensory preparation. The specialist may also engage
the child in medical play in order for him or her to gain a sense of mastery and control
over the situation, in addition to allowing the specialists an opportunity determine and
address any misconceptions, worries or fears the child might have. On surgery days the
child life specialist will circulate between p~e-op and post-op areas in addition to
accompanying particularly anxious children into the OR as a transitional support during
separation.
While the basic role of the child life specialist in the Operation Smile hospital is
very similar to that of a child life specialist in any given American hospital, cultural
competency is absolutely critical. A child life specialist is one of the few members of the
Operation Smile team designated specifically to a role in psychosocial support, so
advocacy and education for cultural issues becomes a primary function. It is the
responsibility of the child life specialist to learn about cultural norms, particularly in the
areas of child development and family values, and to help the rest of the team recognize
how those differences can be supported throughout the hospital and surgery experience
(Desai & Kreimer).
Priti Desai, a child life specialist who has participated in numerous Operation
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Smile missions and sits on the Child Life Supervisory Board, has focused a great deal of
her work on the applicability of child life practice cross-culturally. Though she has
encountered many cultural customs, beliefs and values that may require her to alter her
delivery of care, she speaks wholeheartedly to the universality of child life practice and
the effectiveness of child life specialists on Operation Smile missions. According to
Desai, all children have fears of the unknown and a need for internal sense of control and
mastery. Children and families worldwide have responded positively to chjld life and
Desai believes fully in the need for child life everywhere (personal communication, June
6, 2011).

II.

World Hope International
The 2010 Haitian earthquake affected one of the largest humanitarian aid efforts

in history. World Hope International, a Christian relief and development organization that
works to alleviate poverty, suffering and injustice in the world' s most underprivileged
communities, launched its own emergency response plan. This plan mobilized a weekly
flow of one hundred volunteers to provide assistance in distribution of supplies, cleanup,
healthcare, and psychosocial support.
One group, in deciding how to best equip a team, expressed a desire to include a
professional trained to work with children in a medical setting. The group learned about
the field of child life and invited child life specialist Christina Becker to participate in the
mission. Because the team arrived two months after the earthquake, medical needs were
limited and psychosocial needs were high. Christina provided services primarily in the
form of supporting the emotional processes of the children's experiences. The process of
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simply having children draw about their experiences and allowing them to talk about it in
a supportive environment was a powerful learning experience for everyone on the team,
and the eyes of many were opened by the positive impact of child life intervention
(Christina Becker, personal communication, April 8, 2011).

III.

Haitian Heritage & Friends of Haiti
In response to the 2010 Earthquake, this organization planned a relief effort

focused on healthcare. Based out of Charlotte, NC, they appealed to the local Charlotte
medical community for donations of medical supplies. Child life specialist Ashlyn
Armistead responded to this request, explaining that as a child life specialist, she had
knowledge and contacts of many potential donors. In learning about this profession, the
coordinator of the mission contacted Ashlyn and requested her services on their mission
in Haiti.
Ashlyn provided services in the pediatric area of a large Haitian hospital,
providing preparation and distraction for procedures and general support for the children
in the unit. She became an instrumental member of the healthcare team. In Ashlyn's
words:

"I worked VERY closely with everyone. There were a few people that had
experience with child life staffand used me quite a bit, and others just needed an
explanation. Once they knew what I could help with ... I was one busy girl! I have
never felt more needed and more appreciated in my life! They made it mandatory
that I be there for all dressing changes and major procedures" (Personal
communication, March 14, 2011 ).
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Though neither World Hope International nor Haitian Heritage & Friends of Haiti
have official models for child life services, it is clear to see how the presence of child life
specialists had a positive impact during the Haitian relief efforts.
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Conclusion

The argument for both the universality and need for child life services can be
summed up in three critical points. First and foremost, child life allows children to
connect with professionals through play, the universal language of all children.
Specialists are skilled in observing and learning about a child's individual play behaviors
so as to be able to meet and engage the child at their level. Often speaking the same
language is not even necessary. Second, when providing distraction and relaxation
services in the medical setting, the approaches that child life specialists use are also
universal; all of these techniques engage the child's senses as well as their senses of
wonder, and just as is the case in working with children locally, a wide variety of
techniques are used to serve a wide variety of children. Third, when faced with adversity,
trauma or crisis, all children will have some sort of reaction and will attempt to integrate
and assimilate the experience into their current concept of reality. The role of the child
life specialist is to support this processing. No ethnocentric values should be imposed; it
is strictly about providing children with activities, questions and/or suggestions that may
serve as a channel for them to express and process their feelings using their own internal
mechanisms.
There is a clearly stated need for the specialized care of children in the aftermath
of a disaster. Many professionals can provide nurturing and caring support for children in
distress, but there are few professions that focus specifically on the needs of children in
the event of traumatic experiences. Child life is a crucial service needed in the time of
disaster.
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Forward
The world can be a scary place and no one knows that better than a
child . No matter where in the world a child might live, he or she will
undoubtedly experience many things that are frightening, challenging, and
difficult to understand; this is simply universal to the childhood experience.
Fortunately, it is also true that no matter where in the world that child
lives, being provided with positive support and effective tools for coping
during those experiences can make a world of difference and affect
outcomes for the better. Herein lies the foundation of child life.
Child life is truly a universally applicable practice. It reaches to the
very depths and roots of the childhood experience and grasps at the raw
curiosity, fear and delight that each and every child experiences through
exploration and discovery of their own worlds. Child life recognizes the
struggles of the child, not jumping to fix but taking the time to support
each child in overcoming these struggles using his or her own innate
strengths.
We have seen the benefits of having child life in hospitals. We have
proven that we know how to reach children at their most vulnerable,
during their lowest and most frightening times. We know that we have the
unique skill and ability to recognize and address the needs of the child in
times of distress and that these skills can be applied universally. But
entering another culture is never an easy task, particularly when
introducing an idea that may be unfamiliar to locals. More than anything,
you must prepare yourself for the cultural experience in order to provide
the most effective services possible.
It is exceedingly important to have a general background
understanding of the childhood experience before beginning work with
children in another culture. Fortunately, it is not entirely necessary to know

all about a culture and how each aspect of this culture plays into the
ill

development of children when working in crisis situations. What is
important to know is how, in the process of development, children of a
particular culture learn to respond to adversity and hardship. It is crucial to
know what common coping mechanisms children may already have in
place. It is also beneficial to know commonly held beliefs about what
makes people healthy and resilient, and what factors may affect
misfortune. An indigenous culture, for example, might believe that spirits
are at the hand of extreme weather events, or a Hindi culture may believe
that a particular loss is the result of karma. It is crucial to be aware of these
factors prior to engaging in work with a particular culture so as to be able
to provide the most beneficial and thorough services to the population
(Boyden & Mann, 2005).
Navigating how to approach a new culture can be a challenge.
Relativism has little applicability. It is not valid to assume that the social
constructs in Western culture that contribute to the development of
resilience and health in children have equivalents in each culture and thus
equally valid pathways exist (Ungar, 2005). On the other hand, new
cultures should not be approached with complete naivete in an effort to be
"culturally sensitive;" this only recreates a dualism that is not necessarily
sensitive and denigrates the value of any shared realities that may exist.
The key is to find a balance; to know, understand and be willing to learn
about cultural specifics that influence the health and resilience of children
and people within a certain culture; to have ready the expertise gained
from growing, learning and working within a particular minority culture,
and to always maintain a polyocular view of the world with the ability to
consider varying degrees of relevance for any belief (Schwartz, 1998).
Despite the wide range of human experience, it can be safely
assumed that all children throughout the course of their development will
be exposed to adversity, and that how they understand and respond to
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these events will play a significant role in his or her development of
resilience. Social and cultural context influences this process greatly, as the
idea of "adversity" is very contextually defined. Westerners generally
believe that any type of loss is a misfortune and in some cases a tragedy. It
is generally believed that pain is a negative circumstance and that suffering
is contingent, and separation from parents before adulthood is seen in this
culture as an adverse situation that may lead to very negative outcomes.
Most westerners view the global human experience through this lens of
predisposition.
Adversity is as much a matter of perception as it is a matter of
situational fact. In some cultures, pain is not always seen as a source of
suffering . It might be seen as an opportunity for growth, strength and
preparation for future and inevitable future experiences of pain and
discomfort. The experience of pain may even be valued and welcomed by
some, particularly when the outcome marks something meaningful. Some
cultures participate in rites of passage that involve a significant amount of
pain, such as scarring . In some African cultures, scarring is used for tribal
and familial identification and will often be given as rites of passage. Not
only do they represent pride, but they are also thought to make a woman
more beautiful and desirable (Coleman,

2002).

Separation from parents is also a very relative concept. In some
traditional cultures of Somalia, boys leave home at a very early age,
surviving on their own in the wilderness as an important rite of passage.
Not only is this a highly respected ritual in this culture, but research has
shown that when these boys were later exiled to Canada and forced to
survive on their own, they proved to be highly resilient and adaptively
competent in their orphan lifestyle (Boyden & Mann,

2005).

This practice

that Western cultures may find disturbing was actually a positive
mediating factor in the ensuing health and well-being of these boys.
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Interestingly, there are some practices of western culture that are seen by
other cultures as disturbing or "abusive." For example, the practice of
putting infants and young children in their own beds - or worse yet, in their
own bedrooms at night- is alarming to many South American cultures.
These cultures believe firmly in keeping infants and young children in the
adult bed and consider it cruel to leave them alone and ignore their cries.

Everything is relative; traumatic experiences are no exception.
A traumatic situation, universally speaking, is when the meaning
that an individual gives to the particular experience does not easily
integrate into his or her preconceived views of the world (Shaw & Harris,
2003). It is something that is considered to be outside the realm of normal

human experience . If a child grows up in a culture that strongly values the
ritual of female genital mutilation, and it is well integrated into the child's
view of the world, carrying with it positive associations, then it is not going
to be a \\traumatic" situation. Pain may be experienced, but again, the
value of pain is contextually dependent. As strongly as some Westerners
may want to label practices such as this \\abuse" or a violation of human
rights, this is founded in clouded bias. There are many methodological,
conceptual, theoretical and practical factors that need to be considered in
determining what is the best interest of a child within a particular culture
versus what can be a threat to their state of well-being, and that cannot be
done by looking through ones own cultural lens.
The subjectivity of adversity across cultures brings to light a similar
predicament in defining resilience. Resilience, which generally speaking is
one's ability to "bounce back" in the face of adversity, can be defined
rather easily within the context of our industrialized, Eurocentric culture. A
resilient person will have a good sense of self-esteem, a good sense of
hope for the future, little or no depressive traits, social competence, a
sense of empowerment, and a strong support network. These
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characteristics of "thriving" are determined by a set of values from one
particular culture. It would be easy to assume that a person living in
another part of the world that demonstrates these characteristics would
also be a resilient person, but it's much more complicated than that.
Resilience is not simply about personal traits that can be found and
pinpointed within someone . Nor is there a specific process or pathway that
leads one to a state of resilience. Resilience is ultimately a product of many
factors and it is as much a personal quality or process that an individual
engages in as it is a quality of the culture, community and family that an
individual exists in. There is no real way of determining exactly what the
pathway to resilience requires (Boyden & Mann, 2005).
It is clear to see how pathways to resilience vary from culture to
culture. Nevertheless it is safe to infer that across all cultures, there are
specific protective factors as well as specific risks that can affect one's
resilience. Because of the difficulty in studying resilience as it relates to the
entire world, it becomes necessary to make some implications; it could be
just as detrimental to approach a new culture with no ideas for how they
can be helped in coping as it would be to approach it with entirely
Eurocentric assumptions.
The key concept is that in this particular area of cross-cultural work,
it isn't necessary to know a specific culture's precise pathway to resilience
in order to help people cope. Even in our own culture there is no specific
pathway or clear answer as to how to best help someone in the aftermath
of a trauma. Additionally there is no way to assess a person's resilience in
the acute post-disaster stages. A strong reaction does not indicate that a
person lacks resilience, nor does a contained reaction indicate its presence.
Even without a clear understanding of how an individual or a
community defines and copes with adversity, promoting resilience as
defined by that particular culture is still very possible. What is important is
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not assuming what would or should be protective factors for a child or
community, but rather helping them recognize on their own what personal
qualities and community supports they might illicit to enhance their own
coping.
It is unlikely that you as a child life specialist- or any professional for
that matter-will be able to put a pre-morbidly at-risk child on the path to
resilience during the initial disaster relief efforts. This is not the goal at
hand. The intended goal of having child life services would be to help
ensure that children who were on the pathway to that particular culture's
concept of resilience is not bumped off because of the traumatic effects of
the disaster. The goal is to help the typical child keep moving forward to a
position of health, well-being and success following the experience.
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Prior to deployment, you should familiarize yourself with any and
every aspect of the cultures within the affected areas. Some resources
include:
• The World Factbook (CIA)
o Includes information on 267 countries/"world entities"
•

Ethno Med
o Includes:
•

•

Cambodian

Chin (Northwestern
Burma)

•

Chinese

•

Eritrean

•

Ethiopian

•

Hispanic/Latino

•

Hmong (Laos)

•

Karen (Thailand/Burma)

•

Nepali-speaking

•

Oromo (Ethiopia and

Bhutanese

Kenya)

•

Somali

•

Somali Bantu

•

Tigrean (Northwest

•

Vietnamese

Ethiopia)
•

Cross Cultural Health Care Program "Voices of the Communities"
series
o Includes:

•

•

Arab

•

Cambodian

•

Eritrean

•

Ethiopian

•

Laotian

•

Mien (China)

•

Oromo

•

Samoan

•

South Asian

•

Somali

•

Soviet Jewish

•

Ukrainian

Wikipedia

lX

Table of Contents
Part I.
Roles and Functions of the Child Life Specialist in
Disaster Relief Settings
Competencies ............................................................................. .3
Four Phases of Relief...................... .. ............. ........... .......... ..... .... 16

Part II.
Developmental Reactions to Disaster and Trauma
Birth-2 years old ........... ........................... ....... ... ..... ........ .............. 21
Young Children (3-5 years) .... ...................... .............. ............ ........ 22
School Age (6-11 years) ......... .... ...... ............................. ................ 24
Pre-Adolescent (11-14 years) ......................... ........... ... ........... ..... 26
Adolescent (14-18 years) ................... ... ............... .... ..................... 28

Part Ill.
Interventions
Explaining Natural Disasters: Important Points ....... ....................... 31
Earthquakes ..... .... ...... .................. ......... .................. ..... .......... ....... 34
Tsunamis ....................................................................................... 41
Tornadoes .......... ..... ...... .......................................... ....................... 46
Tropical Cyclones (Hurricanes/Typhoons/Cyclones ........................ .52
Floods ................ ............ .............. ...................................................57
Follow-up Interventions ............. .. .. ...... ....................... .................. .62
Experience Specific lnterventions ...................................................66
Supporting Parents ... ...... ........... .....................................................69
Additional Resources ... ...... .................. ... ... ... ............ ...... ... ......... ..... 72

Part I:
Roles and Functions of the
Child Life Specialist in
Disaster Relief Settings

Child Life Competencies
Created by the Child Life Council*, Child Life Competencies are standards
of practice that each child life specialist is expected to uphold in any and
every setting where services may be provided. While all of these
competencies are extremely important, those most applicable to the
provision of child life services in disaster relief are highlighted in blue. The
orange boxes are addendums, with explanations of the competency as it
relates to disaster relief scenarios.
*Child Life Council. (2002). Official documents ofthe child life council. Rockvi lle, MD: Child Life Council.
Used with permission.

, 1. -Care:of Infants; ·Chilqren-, Youtn and Families0

A. Competency
The ability to assess and meaningfully interact with
infants, children, youth and families.

Knowledge_
•

•
•
•

Articulate theories of human growth and development, play, and
family systems.
Describe formal and informal assessment techniques to determine
developmental and emotional state.
Describe the cyclical process of assessment, plan, intervention, and
evaluation of child life services.
Cite relevant classic and current research.
Identify values related to sociocultural diversity.
Articulate the tenets of family-centered care .

•

Identify general issues in family dynamics.

•
•
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•
•
•
•

Apply formal and informal assessment techniques to determine
developmental level and emotional state.
Apply the cyclical process of assessment, plan, intervention, and
evaluation of child life care.
Support the central role of the family, valuing strengths and needs in
implementing child life services.
Demonstrate respect for sociocultural diversity.
o Sensitivity and respect for sociocultural diversity should
enhance your practice and therapeutic relationships, not
limit them. There is a fine line between beneficial and
potentially detrimental cultural sensitivity. Psychosocial
professionals working in other cultures should be aware of
the potential for over-sensitivity. A unique reaction or
response assumed to be a cultural norm could be a missed
red flag. More information on this can be found in Unit 2
of this handbook.

8. Competency
The ability to provide a safe, therapeutic and healing
environment for infants, children, youth and families.

Knowled~
•
•
•
•
•

Articulate the central role of play in child life services.
Describe the essential nature of the therapeutic relationship.
Identify and describe the developmental and psychosocial goals of
each activity and interaction.
Explain the impact of environmental design on human behavior.
Identify emotional safety hazards and corresponding preventive and
protective measures.
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o A child life specialist is likely to play a primary role in
advocating for limiting children's exposure to gruesome
images of human suffering, particularly in emergency
medical settings. "Safe spaces" should be created and
maintained.
o

•

In the medical setting, a child life specialist will
recognize and advocate for children's heightened fear of
bodily harm following a disaster, which has likely
threatened their sense of personal safety. Seemingly
simple physical examinations might be overwhelming
for some children and child life specialists might be
responsible not only for providing support but
explaining these circumstances to medical
professionals.

Identify environmental safety hazards and corresponding preventive
and protective measures.
o Child life specialists should always conduct sessions in
environments that have been deemed safe. He or she
should also be able to identify signs and symptoms of
communicable diseases and other public health concerns
and handle these situations according to protocol as
outlined in the Sphere standards.

Skill
•

Balance group process with individual needs.
o In the disaster situation, the public health approach is to
educate and treat in large group settings in order to
reach as many people as possible. While this is certainly
important, the basic tenets of Child Life philosophy
should not be sacrificed; if a child is exhibiting signs of
severe emotional distress, he or she should be
prioritized for individualized support.
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•

Establish and maintain therapeutic relationships.
o Be conscious of creating relationships that go beyond
the intended therapeutic level, particularly with
orphaned and abandoned children. While this may be a
tremendous challenge, it is important to remember that
your presence is temporary and the termination of
relationship process may be extremely difficult for both
you and the child. A therapeutic relationship should
have positive closure.

•

Create an environment where play is valued.
o Many people will contend that the aftermath of a
disaster is no time for play. Help people in the
community to understand that play is a necessary
function of children's well-being and their most natural
mode of expression.
o

•

Help children to understand that it is okay to play.
Particularly children who are displaced may feel uneasy
about playing in a new and different environment.
Encourage and facilitate play whenever possible.

Establish and maintain a therapeutic and healing environment.
o Find a child friendly space that can ideally remain in a
permanent location; designate it in a way such that
everyone (children and adults alike) understands its
purpose and function.
o As one would with a hospital playroom, advocate for
medical procedures and adult conversations to take
place outside of the room.

•

Plan and implement varied developmentally supportive activities.
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o Providing varied activities will keep children interested,
engaged and motivated to return to the next group.
That consistency and routine is crucial for children when
the rest of their world is chaotic and unpredictable.
Consistency will also provide the group with a sense of
cohesion, an important element of psychosocial
recovery.
•
•
•

Provide input about facility design to promote orientation, comfort,
healing, security and normalization.
Follow infection control and safety policies and procedures.
Maintain privacy and confidentia lity.

C. Competency
The ability to assist infants, children, youth and families in
coping with potentially stressful events.

Knowledge
•

Identify factors that may impact vulnerability to stress.
o Factors that affect response
• Nature of the trauma: event trauma (sudden,
unexpected event) vs. process trauma (continuous
exposure to enduring stress)
• Age
• Level of emotional and cognitive development
• Degree of exposure to the stressor (intensity and
duration)
• Degree of direct life-threat
• Degree of perceived life-threat
• Amount of support available from family
• Perceived support from the community
• Previous traumatic experiences
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•
•
•

Describe coping behaviors specific to various age groups and
populations.
Describe immediate and long-term coping styles and techniques, as
well as their effect on adjustment and behavior.
Articulate stress-coping theory.

Skill
•
•
•

Assess responses to stress; plan implement, and evaluate care
accordingly.
Facilitate opportunities for play to decrease distress and increase
effective coping.
Introduce and facilitate rehearsal of techniques to aid immediate
and long-term coping, with consideration for the unique needs of
the individual and family, such as coping style, previous experience,
developmental level, culture, spirituality, family situation and
emotional state.
o Learn as much as you can about cultural styles of coping,
but when there is an immediate need with little time for
assessment, draw upon professional intuition and
traditional best-practice child life techniques.

•

Facilitate mastery of potentially stressful experiences.
o In the event of a traumatic disaster, sense of control is a
major loss experienced by many individuals. Restoring a
children's sense of safety is important for their
emotional well-being and to achieve that a child must
feel that there is control again. While it may be difficult
to provide this externally, a child life specialist can
strengthen a child's inner sense of control through
facilitating mastery of experiences. This includes helping
them understand what has happened, what will happen,
and how their actions and choices can affect an
outcome.
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D. Competency
The ability to provide teaching, specific to the population
served, including psychological preparation for
potentially stressful experiences, with infants, children,
youth and families.

Knowledge
•

State basic terminology and processes, and expected course of care
associated with the circumstances of the population served.
o Depending on where the disaster takes place, there is a
chance that you will be working with populations that
have never experienced Western medicine in any
capacity. You may encounter children and even adults
who have never even visited a doctor before.
Preparations and explanations are key for these
populations, as fear of the unknown will exacerbate their
already stressful situations.
o Even if patients are familiar with the medical setting,
providing them with information is critical for their
emotional well-being in times of chaos and confusion.

•

•
•
•
•

Articulate learning styles and needs of individuals of different
developmental levels, emotional states, and of diverse backgrounds
and experiences.
Identify literature and teaching techniques for use with individuals of
different developmental levels and learning needs.
Describe common fears, misconceptions and concerns of individuals
in each developmental stage.
Describe information processing theory and its implication for
psychological preparation.
Articulate fundamentals of psychological preparation found in child
life literature.
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Skill
•

Assess knowledge level, misconceptions, previous experience, and
unique sociocultural and learning needs.
o This is particularly relevant in the process of helping
children understand the disaster.
o Learn as much about a culture as possible before
providing direct services to children and families. Do
background research and communicate with locals.

•

Determine realistic goals and objectives for learning in collaboration
with family members and professionals, and identify an action plan
to achieve these goals.
o Culture will play a significant role in the determination of
these goals and objectives. In establishing long-term
psychosocial support programming for children,
facilitate, but don't take control. Not only will families
and local professionals have a better understanding of
children's psychosocial needs in relation to the culture,
but the empowerment of the local community is critical.

•

Use accurate and developmentally appropriate teaching aids and
techniques so that knowledge is increased and emotional needs are
supported.
o This is particularly relevant when there are language
barriers. Anything outside of language will only serve to
benefit your work. Use pictures, songs, toys, hands-on
experiments, games, art and play as much as possible.
Not only will this help overcome the language barrier
but also will appeal to the multiple styles of learning that
can be found in anv culture.
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•

Recognize verbal and nonverbal cues and adapt teaching
accord ingly.
o Be particularly conscious of non-verbal cues in
particular, especially when teaching children about the
events of the disaster. Sometimes re-experiencing the
event can be traumatic, and it is important to recognize
if a child is not ready for it.

•

Use minimally threatening, developmentally supportive language.
o Be sure that those interpreting for you are doing this as
well. Always explain the importance of appropriate
language when working with an interpreter.

•

Describe sensory information, sequence, timing and duration of
events.
o When providing services in the hospital, establish good
communication with the medical staff. Be conscious of
the many different styles of treatment that are being
provided and learn about individual preferences of the
doctors and nurses. This is important for your ability to
provide accurate and thorough preparation in order to
maintain the trust of your patients.

•

Facilitate planning, rehearsal and implementation of coping
strategies.
o Help children come up with the best techniques for
them and support them in utilizing them as often as
necessary. Be sure to explain this process to local
professionals so that they can recognize and continue to
support the various techniques.

12

E. Competency
The ability to self-evaluate professional practice.

·

Knowled~
•
•
•
•

Recognize and describe how personal challenges and learning needs
in knowledge and practice skills may impact service delivery.
Identify resources and opportunities for professional development.
Articulate reasons for and impact of under-involvement and overinvolvement of professionals with children and families.
Articulate the impact of one's own cu lture, values, beliefs, and
behaviors on interactions with d iverse populations.
o It is easy to assume that something is wrong if it doesn't
fit into your scheme of the world. It is important to
always be conscious of how your perceptions may be
affected by your own cultura l experiences.

Skill
•

Include evidence-based practice in decisions about assessment, care
and evaluation.

•

Implement a plan for professional development based on the needs
of the population served and the knowledge and skill level of the
child life specialist.
Seek mentors and peer supervision.

•

F. Competency
The ability to function as a member of the services team.
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Knowledge
•

Describe services and reso urces of other professionals and identify
their roles and functions.
o During large-scale international relief efforts, many
different organizations will be present to provide many
different services. Some will be helpful and some will be
a hindrance. When working in a contained setting such
as a hospital, be aware of who is providing a necessary
service and how you can best collaborate. You may also
be responsible for taking action when a particular
presence is providing controversial or non-therapeutic
c;pr-11,pc;

•

Identify the unique contribution of the fam ily and professionals in
the provision of care.
o Families and local professionals who are unfamiliar with
medical and psychosocial care may be unaware of the
supportive role they can play. Educate and empower any
and everyone to support children through stressful
times.

•
•

Articulate the organizational structure and function of the
interdisciplinary team.
Describe the impact of communication styles on groups and
individuals.

Skill
•

Communicate concisely with other professiona ls, integrating theory
and evidence-based practice to obtain and share pertinent
information .
o Few people will have background knowledge of child
life. Without being overbearing, explain to as many
people as possible what your role is, what you are
providing and why so as to ensure that transfer of
information will be more fluid.
14

•

Demonstrate respect for the viewpoints of other professionals.
o Everyone has come with good intentions with the desire
to help an affected group of people. Unless there is
blatant evidence of harmful practices, learn, teach and
collaborate with other schools of thought as much as
possible.

•
•
•
•

Coordinate child life services with families and professionals.
Integrate interdisciplinary goals into child life services.
Write concise, objective and accurate clinical notes, documenting
information pertinent to the plan of care.
Recommend consults or referrals when circumstances are beyond
the scope of child life practice.
o Refer patients to mental health professionals if there are
clear signs of severe mental health issues. This is
especially important if the patient has a pre-existing
mental illness and treatment has been disrupted because
of the disaster.
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Phases of Disaster Relief

Characteristics
The actua l event is taking place

Duration
May last as little as a minute or as long as several days, depending on the
nature of the event

Relief Activities
Emergency Response Units are not deployed until conditions are safe
Organized relief efforts have not begun

Role of Child Life Specialist
*this information is provided in the event that you are local during the impact phase

The most important thing is ensuring your own safety
Wait until the threat is gone before you start providing help in any way
If there are children in your immediate presence, keep them close and
demonstrate safety techniques (duck and cover)
Stay as calm as possible so as to avoid scaring children more than
necessary; children's reactions will mirror those of adults
Explain in concrete terms what is happening
Children may not be able to detect or understand danger as an adult
might; identify what may be dangerous and why
Try to ensure as little separation between child and parents as possible
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Characteristics
Immediate environmental threats have started to subside
Survivors begin to assess immediate damage, injuries and health status
Victims begin seeking care for severe health emergencies
Many are organizing rescue operations; community leaders emerge

Duration
May be less than a day or as many as 4 days, depending on the nature of
the disaster
Flooding or multiple aftershocks can prolong the acute phase

Relief Activities
Many rescue efforts may be taking place; some international assistance
may be arriving from organizations with special training in search & rescue.
The local Red Cross/Red Crescent National Society will begin relief efforts.
If requested, the International Federation of Red Cross/Red Crescent
Societies will send a Field Assessment and Coordination Team (FACT),
which will determine the need for Emergency Response Units (ERUs).

Role of Child Life Specialist
Specifically in the hospital setting
Provision of Psychological First Aid (PFA)
Preparation/Distraction/Accompaniment for emergency medical
procedures
Specialized care and protection for children separated from
pa rents/caregivers
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Characteristics
Physical threat of the disaster is gone
People are coming out of shock and starting the recovery process
Survivors begin realizing the extent of damage on the community
State and federal agencies are present and providing for needs
Foreign relief is provided when local resources are overwhelmed

Duration
Can last anywhere from 4 days to 1 month

Relief Activities
Disaster relief agencies, local and international, are present and
establishing camps
Red Cross/Red Crescent ERU's have arrived within the first 10 days postimpact and have begun their designated services
Shelters/camps are organized for displaced victims, officially or unofficially
Cleanup efforts have started, particularly focused on elements that pose a
continued threat (1 e. standing water, partially collapsed structures, etc.)

Role of Child Life Specialist
Primarily in the hospital setting; providing groups and activities for both
inpatient and outpatient services
Preparation/distraction/accompaniment for emergency medical
procedures as well as for more comprehensive health services
Parent education seminars: how to support children after trauma
Public health education & integration of medical play
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Recovery Phase
Characteristics
The aim of work done in this phase is to restore the affected areas to its
previous state, or at least to a state of functionality
Heavy focus on planning/decision making surrounding areas of re-building,
re-employment and restoration/improvement of local infrastructures

Duration
Can last for as little as a month or continue for several years

Relief Activities
Victims will be involved in recovery on the personal level, rebuilding their
homes and livelihoods
Relief agencies have begun pulling out, with the exception of organizations
dedicated specifically to the long-term recovery processes
Strong emphasis on psychosocial intervention: restoration of community
function and well-being through psychosocial support and planning

Role of Child Life Specialist
Sustainability of programming
Educating locals on psychosocial needs of children and main tenets of
Child Life
Planning with community for long-term continuation of psychosocial
initiatives, with an emphasis on healthcare and hospital settings
Therapeutically terminating relationships with local children and
community members
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Pa rt 11:

Developmental
Reactions to
Disaster & Trauma
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Language capability: pre-verbal

Communication mode: physical: crying, smiling, reaching
Developmental processes: sensory exploration; trust
Primary needs: physical human contact, consistency
Primary relationship: with caretaker(s)

General Characteristics of Response
• Separation anxiety is highest source of stress for infants and
toddlers
• Unmet physical and emotional needs are a great source of
distress; their inability to understand why these needs cannot
be met increases distress
• Toddlers are learning autonomy and may have a difficult time
when certain elements of it are taken away

•
•

Reactions
Increases in crying, biting, throwing objects
Agitated behavior, irritability

Best Responses and Interventions
•
•
•

Advocate for minimal separation from caregiver
Greatest focus should be on providing comfort, minimizing
stimulation, and meeting basic needs
Provide support for parent/caregiver
21

Young Children (ages 3-5)
Language capability:

basic language is present; developing verbal

expression

Communication mode: communication of needs is often through
words, expression of feelings is physical (crying, fighting) or through
play

Developmental processes: increased autonomy; preoperational
thinking- they do not logically separate self from world; developing their
own concepts of the world that are often inaccurate

Primary needs: nurturing, guidance, structure, security
Primary relationship: family

•
•
•
•

•
•
•
•
•

General Characteristics of Response
Most impacted by changes in routine and disruption or lack
of their previously secure environment
Particularly dependent on family members for comfort
Might be more affected by parents' or siblings' reactions
than they are by directly experiencing the event
Likely to think they did something to cause the event
Physical/Somatic Reactions
Changes in appetite: over or under eating
Nausea and vomiting

Bowel or bladder problems: diarrhea, constipation, loss of control
Sleep disturbances
Psychosomatic pain
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•
•
•
•
•
•
•
•
•

Regressive Reactions
Bedwetting or loss of bladder control
Thumb sucking

Fear of darkness, strangers, monsters
Separation anxiety
Refusal to sleep alone
Insistence on being held
Refusal to dress, feed or wash self
Excessive dependent behavior
Excessive temper tantrums

Emotional/Behavioral Reactions

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Hyperactivity
Nervousness/Jumpiness
Irritability
Disobedience
Aggression
Withdrawal- may become mute
Waves of sadness between periods of "normal"
Exaggeration or distortion of the traumatic experience
Repetitively talking about experiences
Frequently reenacting or playing out the event
Magical thinking- worry that they caused things to happen
Increased disturbance by changes in routine
Heightened reaction to "trigger events" (triggers memories of the
event)
Decreased attention span
Nightmares

----c:== -•
•
•

--

Best Responses and Interventions
Advocate for re-establishing comfort routines
Assure safety and support
Provide opportunities for non-verbal and verbal expression
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Language capability: well developed
Communication mode: still primarily uses play for emotional
expression but emotive language is increasing

Developmental processes: more developed logic and problem
solving- concrete thinking; strong drive to produce, perform and
impress; more social and trusting of people other than caretakers

Primary needs: nurturing, encouragement
Primary relationship: still family but movement toward
establishing strong peer relationships

General Characteristics of Response
• Regressive behaviors are very common
• Might be particularly affected by loss of objects or pets
• Increased anxiety may stem from their ability to hypothesize
outcomes based on prior knowledge and/or understanding
of information spread throughout the population

•
•
•
•
•
•
•
•

Physiological/Somatic Reactions
Appetite change- over/ under eating
Headaches
Complaints of visual or hearing problems
Vomiting
Sleep disturbances
Dizziness
Rapid breathing
Bowel problems- diarrhea
24

Emotional/Behavioral Reactions

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Aggression
Difficulty controlling behavior and impulses
Hyperactivity
Irritability
Nervousness and anxiety
Guilt
Disobedience
Withdrawal from peer groups and/or family
Sadness
Specific intense fears associated with the experience (fear of
water after tsunami)
Difficultly concentrating and intrusive thoughts
Frequently reenacting or playing out the event
Decrease in academic performance
Decreased interest in school
Decreased trust in adult caregivers and role models
Intense emotional reaction to "trigger events"
Flashbacks
Partial amnesia
Pre-occupation with details of the events
Regressive Reactions
Competing with younger siblings for parents attention

•
•
•
•
•

Increased crying
Wanting to be fed, dressed, bathed, etc.
Clinginess
Resuming previously given up habits

•
•
•

Best Responses and Interventions
Help children explore and processes their personal experiences
Advocate for return to "normal" functioning as soon as possible
Provide opportunities for non-verbal and verbal expression
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Language capability: language may be more advanced than
concepts

Communication mode:

"acting out" is common form of
expression; expressive language developing further

Developmental processes: pushing towards emotional
independence- back and forth between childlike states to imitations of
adult behavior; development of sexuality and concern with sexual
identities; physical changes intensify the emotional roller coaster

Primary need: non-judgment and esteem
Primary relationship. back and forth from family to peers

•
•
•
•

General Characteristics of Response
Peer reactions are very influential
Need validation from their friends; don't want to feel that
their fears and feelings aren't normal
Acceptance is important
Anxiety and tension might manifest in a variety of ways

Regressive Reactions

•
•
•
•

Competing with younger siblings for parents attention
Failure to uphold normal responsibilities, do chores, etc.
Clinginess
Need for parental presence and comfort
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Physiological/Somatic Reactions

•
•
•
•

•
•
•
•
•
•

•
•
•

Headaches
Complaints of aches and pains
Complaints of visual or hearing problems
Appetite change- over/under eating
Sleep disturbances- sleeping excessively
Bowel problems- diarrhea
Skin troubles
Vomiting
Dizziness
Rapid breathing

Emotional/Behavioral Reactions
Loss of interest in peer activities

Aggression
Increased mood swings
• Decrease in academic performance
• Difficulty concentrating and intrusive thoughts
• Disruptive or attention-seeking behavior
• Loss of interest in hobbies or recreation
• Rebellion and resistance to authority
• Decreased interaction with family
• "Survivor's guilt"
• Heightened reaction to "trigger events"
• Flashbacks
• Partial amnesia

•
•
•

Best Responses and Interventions
Group discussion with peers/adults- to reduce isolation,
normalize feelings
Resumption of group activities and routines
Involvement in physical activity
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Language capability: uses and creates language to express self
Communication mode: uses expressive language and the arts
Developmental processes: ego-oriented and self-centered;
searching for identity and struggling with role confusion; seeking
independence from adult world, particular conflict with parents;
thinking is abstract- can consider possibilities and explore options
without experiencing them, but does not think of future in terms of self

Primary need: stability, limits, security
Primary relationship: with peers

•

General Characteristics of Response
Withdrawal or depression can come from a fear of feelings being
unacceptable
Psychosomatic reactions are most common
Might resent disruption in social activities and social contact
Might be frustrated by not being given adult responsibilities in
community efforts
Frustration, anger or guilt may manifest in irresponsible behavior

•

May claim that nothing is wrong

•
•
•
•

Regressive Reactions

•
•
•
•
•

Resuming earlier behaviors, habits and attitudes
Failure to uphold responsibilities, do chores, etc.
Decline in struggles with parental control
Clinginess
Need for parental presence and comfort
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-

Physiological/Somatic Reactions
Bowel and bladder troubles
Headaches

•
•
• Skin problems
• Sleep disturbances
• Indigestion and stomachaches
• Menstrual irregularities or pain
• Sweating

•
•
•
•
•
•

Emotional/Behavioral Reactions
Changes in physical activity level: increase or decrease
Avoidance of specific reminders of the event- people and places
that are associated
Expressions of inadequacy and helplessness

Difficulty concentrating and intrusive thoughts
Delinquent behavior (stealing, vandalism, etc.)
Depression

• Isolation and withdrawal from family and peers
• Sense of foreshortened future
• Flashes of anger
• Exaggerated fears of physical problems
• Irritability
• "Survivor's guilt"
•
•
•

Heightened reaction to 11trigger events" which might trigger
memories and a strong emotional response
Changes in preferred relationships
Risk-taking behaviors

Best Responses and Interventions
• Encourage contact with friends
• Resume athletic and social activities
• Group discussions to normalize feelings
• Encourage participation in community relief efforts

29

Part Ill:
Interventions
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Explaining the events of natural
disasters to children
Important points

I.
Most young children, particularly those who have never experienced
anything like this before, are likely to have no prior concept of such an
experience. It is something entirely new to them and this is particularly
challenging because it has shaken their entire concept of the world as they
believed to have known it. This experience evokes a great potential for
trauma.
Some of these events might be more difficult to explain than others.
For events like tropical cyclones, there is likely to be a pre-existing concept
of elements such as wind and rain . With tsunamis, a child in a coastal area
may have experienced extremely large waves before. It can be much easier
to process an event like this if a prior concept exists, even if to a much
lesser degree. Earthquakes can be particularly challenging if the child has
never experienced a similar event before. In this case, ch ildren may need
to engage in much more processing and question asking. It is okay to say
that you don't understand everything too; it is a difficult thing for anyone
to understand and scientific explanations are not always what people need.
Sometimes it can be just as effective for you to say u1 don't
understand why this happened either - no one really does. It's not fair
and that makes me really angry just like it makes you really angry."

II.
It is important to consider cu ltural perspectives that might play a role
in explaining the events. You should try to get a sense of this before
working with children within a particular culture. Some cultures might have
specific explanations for weather events; perhaps a large storm means that
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a particular deity was angry. Should you find this to be the case, it is not
appropriate for you or anyone to else to challenge this idea and provide an
alternative explanation to children.
After assessing for cultural beliefs, it is important to assess the
understanding a child does have of the event. Ask children if they can tell
you in their own words what happened. If there are misconceptions, it is
important to clear those up.
A cultural belief, even if it sounds outlandish to you, is not a
misconception.

A misconception would be something more along the lines of a child
thinking that flood waters will never go away and that everyone will have
to swim everywhere for the rest of their lives. You may also notice some
magical thinking in younger children. If a child thinks that his or her actions
were a direct cause of the disaster events, address this immediately.

III.
When discussing and processing the events with children, use the
words that they use. If you are using an interpreter, discuss the importance
of this with him or her ahead of time. This will put you more at the child's
level and facilitate ease in interacting. It will also minimize confusion.
However, it is important to correct if the words being used are obvious
misconceptions.

IV.
In an effort to make sense of the situation, children are going to ask
questions. It is important to be honest about what happened and why. Use
your judgment - sometimes not as many details are necessary. You can
still be honest without having to use details that might be overwhelming or
scary.
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V.
Be aware of your audience. If you are running a group session you
should be scanning the entire group throughout the session. You should
always be aware if something you are saying or presenting might be too
much for a particular child. Children should know that they can leave the
group at any point if it is too much or too soon. Make a note of who these
children are and make it a priority to work individually with as many of
them as possible.

*Do not encourage children too strongly to talk about disasterrelated feelings. Allow children control over the decision
whether or not to think about the trauma and to express
feelings about it
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Earthquakes:
Background Information for the
Child Life Specialist
One might assume that an earthquake is a relatively rare occurrence,
when in actuality, millions of them happen each and every year (Langley,
2006). The majority of these are just minor tremors that can't even be felt
by a human. However, about 150 times a year, these tremors become large
enough to create a significantly destructive earthquake, and at times these
events can be large enough to affect a 1,000 mile radius. (usgs.gov, 2011) .
Generally speaking, the destruction an earthquake causes is in structural
damage, which can in turn be highly dangerous to human populations.
Earthquakes originate deep below the surface we stand on. The
crust, which is the earth's outermost surface, is divided into twelve large
"plates" that fit together like a jigsaw puzzle (image 1 below) with
separations between them called faults . The plates, called tectonic plates,
are made of rock than can range
anywhere from 3 to 45 miles thickcontinental crust being much thicker
than oceanic crust (Watts, 2006). The
plates float on a very hot semi-liquid
(soft rock) mantle, which surrounds
the even hotter liquid core (Watts,
2006: Langley, 2006) . The intense
heat and pressure created within the
earth cause the plates to move about
on a regular basis. They can move
Image I. Tectonic Plates Projection D emo. (20 11). By Ojw
against each other in any of the
Retrieved from
ways pictured in image 2 below,
http://en.wikipedia.org/ wiki/File:Tcctonic_plates_projcct
ion_demo.jpg. Made available under Creative Commons
which shows the three types of
license.
fault shifts.
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Strike-slip

Nonnal

Most edges of the plates do not have
irregularities, which allows them to move past
each other smoothly. If an irregularity does exist it
may result in the plates getting stuck" against
each other. The attempted motion of the plates to
continue passing each other increases the pressure
and stress between the grinding edges, building up
great stores of energy. When the stress eventually
builds up enough to force the plates out of this
jam, they break free with a violent jerk, releasing
all of the stored energy. This energy makes the
ground tremor violently, thus creating an
earthquake (Watts, 2006).
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Image 2. Fault Types.
(2005).U.S. Geological Survey.
http://earthquake. usgs.gov.

The epicenter of the earthquake is the
point on the ground that lies directly above the
stored energy release (called the hypocenter), and
this is the region that is hit hardest by the shock. However, the energy
continues to be carried in the form of waves, called seismic waves, and can
sometimes be felt for up to 1,000 miles from the epicenter (Langley, 2006).
Smaller earthquakes called aftershocks follow every earthquake. They
occur in the same exact place as the main earthquake, and they can
continue for hours, week, and sometimes even years (usgs.gov, 2011).
The Richter scale is the current scale in determining the strength of
an earthquake . Most earthquakes measure below 3 and are never even felt.
The largest earthquake ever recorded was a 9.5 in Chile, back in 1960. The
most recent earthquake in Japan (March 11, 2011) measured at a 9 on the
Richter scale, making it the fourth most powerful earthquake to have been
recorded since record keeping began in 1900 (Associated Press, 2011).
Below is a chart describing the frequency of the various levels of
earthquakes.
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Magnitude

Average Annual
Occurrence

8.o+

1

7.0-7.9

15

Destructive

6.0-6.9

134

Damaging

5.0-5.9

1319

Slightly
damaging

4.0-4.0

Generally felt

3.o-3.9

Potentially
perceptible

2.0-2.9

Classification

Description

Great
Earthquake
Major
Earthquake
Strong
Earthquake
Moderate
Earthquake
Light
Earthquake

Massive/deadly
destruction
Major
destruction

Minor
Earthquake
Micro
Earthquake

Imperceptible

(Chart adapted from usgs.gov)
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13,000

(estimated)
130,000

(estimated)
1,300,000

(estimated)

less than

2,900,000

2.0

(estimated)

Explaining Earthquakes to Children

I Young Children (ages 3-5) I
For young children it is not important to get into all of the details of
how earthquakes happen. They may not even be able to understand the
concept of something underground making the earth shake; this in itself is
quite abstract. What the child experienced was that things around them
were falling; it may be enough to simply say that these things fell because
the ground was shaking very hard; this is called an earthquake.
Children this age learn through play, manipulation and sensory
experiences. They will likely understand better with some sort of live
demonstration and/or hands on activity to help you explain.
Demonstration/activity:
• Bring blocks with you. Inflatable blocks are lightweight and
packable.
• Let the children build and manipulate the blocks. Integrate people,
house, animal and automobile figurines to allow children to play out
their experiences. They should naturally play out their experience. If
they don't, it is a probable indicator that they are not ready, and this
should not be forced.
• For children that are engaging in "earthquake play" and asking
questions, do a demonstration where you create structures
("buildings") out of blocks on top of a moveable surface (a table, a
piece of cardboard, etc.) Shake the surface, making the blocks
topple over. Explain that when the ground shakes, it makes the
things standing on it sometimes fall over.
• Allow children the opportunity to try this activity and manipulate the
blocks on their own to promote mastery.
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YoungerSchoolAge(6-8)
Children this age will respond very well to books, as their ability to
associate symbol with context is increasing. Children still may not be able
to grasp the idea of an event taking place underground where no one can
see, so pictures might be helpful. Use an image of the earth's layers, like
this one :

Crust

Moho ~
--lllilfil!li.a.,,,,Upper ma ntle --,
Lower ma ntle '\""""':"!'.aallllllll•
D"- layer
Outer core

Liquid-solid
boundary

1

Image 3. Earth Crust Cutaway. (2010). By Brews Ohare.
Retrieved from
http://commons.wikimedia.org/ wiki/ F ile:Earth-crustcutaway-English-Large_label.PNG. Made available under
Creative Commons license.

Inner core

The important points are:
• The ground we stand on is made rock and goes down very far
• Sometimes these BIG rocks move, and when they bump into each
other it sometimes makes the ground shake
Demonstration/activity:
• Read books and look at pictures together.
• Suggested books:
o Earthquack! by Margie Palatini
o Terrible Storm by Carol Otis Hurst
o Volcanoes and Earthquakes by Susanna Van Rose
o Earthquake ABC by Paula Rao (can be found on line at
http://earthquake.usgs.gov/learn/kids/abc/)
• If using an iPad, earthquake.usgs.gov has animations of fault
shifts taking place. These can be preloaded if there is no access to
Internet.
o Show children the animations and explain that this is how
the rock underneath us moves.
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I Older School Age (9-13) I
Children at this age have a more concrete understanding of cause
and effect events. A more thorough explanation of how earthquakes
happen can be given. This might include:
• A brief explanation of the division of earth's crust into plates
• An explanation of how these plates move against each other
• An explanation of earthquakes taking place when plates get stuck
against each other and release a lot of energy when breaking free
of each other.

Demonstration/activities:
• Use the iPad for animations, as described above
• Create a manipulative model of the earth's tectonic plates. This can
be done with a hollow Styrofoam ball, an inflatable beach ball (about
the same size as the Styrofoam ball) and Velcro.
o Color the hollow Styrofoam ball (can be found at a craft store)
with blue and green like the earth
o Cut the ball into 12 different pieces before travel, label each
with a number so you can refit the pieces back together
accurately, and stick each of the 12 pieces with one side of a
Velcro piece
o Upon arrival, blow up the ball and attach each of the
Styrofoam pieces on top of the inflatable ball with Velcro,
fitting them together like a puzzle . There should be gaps in
between each of the plates.
o The pieces should wiggle so that you can demonstrate how
the plates move and bump into one another.
• Play a game with the kids, to demonstrate how energy can be
released after stuck plates break free .
o Ask two demonstrators to partner up and face each other.
Have them walk past each other, brush shoulders and
continue walking. Explain that these are how two plates
normally pass by each other.

39

o Have the demonstrators walk past each other again, this time
grabbing hands as each tries to continue moving in opposite
directions. Have them continue holding hands and trying to
break free for 10 seconds, then release. When they release,
they should each move forward with a surge of energy.
Explain that this is the same way that earthquakes get their
energy.
* Not all cultures may be able to grasp the concept of "energy."
Gauge and assess children's understanding of any scientific
concepts before integrating abstract concepts such as energy.

Teens (14-19)

I

Teens are interested in the facts. Many of them will be interested in
learning about what happened exactly and how. It is important for you to
have a good understanding of the events that took place so that you can
explain what happened and attempt to answer any questions.
• Use images, such as Images 1 and 2 above.
• Use accurate terminology and explain what these words mean. If
working through an interpreter, discuss with this person ahead of
time whether the language has translations or equivalents. If not,
make sure the interpreter understands the concept before
attempting to explain it to teens.

Demonstration/activity:
• Open and honest discussion is most beneficial for teens.
• Any of the above mentioned activities and demonstrations from
other age groups can be used.
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Tsunamis:
Background Information for the
Child Life Specialist
A tsunami occurs in much the same way that an earthquake does
and might be referred to as an "earthquake at sea." (For information on
how an earthquake happens, refer to page 31). They often occur w ith a
reverse fault shift; the forceful push of one plate upward will act as a giant
paddle, displacing a massive amount of water, as shown in image 1 below.
Generally the only sign of an
imminent tsunami wave is an initial
"swelling" of water above the
earthquake epicenter. Each wave
then radiates quickly and smoothly
through the water at speeds as
high as 500 miles per hour; so
smooth in fact that people in boats
on the water are likely to not
notice a thing . When the wave
nears a shoreline, it slows down,
growing taller and steeper. Some
tsunami waves can reach 100 feet
or higher before crashing down on
shore, and the force can be strong
enough to bring down buildings
and carry boats, cars, people, and
heavy debris for several miles
inland, causing destruction to
everything in its wake.
Image I. Tsunami Generated by an Earthquake. National
Oceanic and Atmospheric Administration. Retrieved from
http:/ / www.tsunami.noaa.gov/ tsunami_story.html.
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Tsunami waves can travel for hundreds of miles from the epicenter
of the earthquake. The image below shows the impact of the 2004 Indian
Ocean tsunami, where waves reached as far as Somalia and Kenya off the
western coast of Africa. This event, one of the deadliest natural disasters in
recorded history, killed as many as 250,000 people and directly affected
millions (American Red Cross, 2010).

Indian Ocean Tsunami, 2004
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Image 2. 2004 Indian Ocean Earthquake. Wikimedia Commons, 20 I l.
http:/ / commo ns.wikimedia.org/ wiki/ 2004_Indian_Ocean_earthquake. Made
available under Creative Commons license.

A tsunami might also be formed by an under water landslide.
Although these may create waves even higher than those created by
tectonic activity, they generally do not travel far and affect only the
immediate local area.
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Explaining Tsunamis to Children

I Younger Children (ages 3-5) I
For young children it is not important to get into many details; how a
tsunami forms is likely to be too abstract. Children w ill know what a wave
in the water is, and chances are they have seen very large waves before
too. For most, it should be enough to explain that sometimes waves get
very, very big and powerful, making the water come all the way onto land.
Some may want to know why, and in that case it can be explained that
there is ground underneath the water that all of sudden moved, making
the wave.
Children this age learn through play, manipulation and sensory
experiences. They will likely understand better with a hand on activity to
help you expla in.
Demonstration/Activity:
• Allow ch ildren to engage in water play. Be conscious of using
drinking water for this as will likely be in short supply.
• Integrate people, house, animal and automobile figurines to allow
children to play out their experiences. They should naturally play out
their experience. If they don't, it is a probable indicator that they are
not ready, and this should not be forced.
• Let children ask questions about their experience at their own pace .

I Younger School Age Children (ages 6-8) I
Children this age w ill respond very well to books, as their ability to
associate symbol with context is increasing. The events and concepts
might be too abstract but pictures might help.
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Demonstration/activity:
• Read books and look at pictures together
• Suggested books:
o Mama by Jeanette Winter
o Elephants of the Tsunami by Jana Laiz
o Tsunami! by Kimiko Kajikawa
o The Night the Elephants Cried by Nancy H. Murray
• If using an iPad, earthquake.usgs.gov has animations of fault
shifts taking place. These can be preloaded if there is no access to
Internet.
o Show children the animations and explain that this is how
the rock underneath us moves.

I Older School Age Children (ages 9-13) I
Children at this age have a more concrete understanding of cause and
effect events. A more thorough explanation of how tsunamis happen can
be provided. You might include:
• An explanation of tectonic plates and how earthquakes happen
• How tsunami waves form and radiate from the epicenter
Demonstration/Activity:
• Use basins filled with water (again be conscious of using drinking
water) and allow the children to create various wave patterns by
dropping different objects into the water. See if they can create
waves by moving the basins as well.
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I Teens (ages 14-19) I
Teens are interested in the facts. Many of them will be interested in
learning about what happened exactly and how. It is important for you to
have a good understanding of the events that took place so that you can
explain what happened and attempt to answer any questions.
• Use images, such as Images 1 above
• Use accurate terminology and explain what these words mean. If
working through an interpreter, discuss with this person ahead of
time whether the language has translations or equivalents. If not,
make sure the interpreter understands the concept before
attempting to explain it to teens.

Demonstration/activity:
•
•

Open and honest discussion is most beneficial for teens.
Any of the above mentioned activities and demonstrations from
other age groups can be used.
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Tornadoes:
Background Information for the
Child Life Specialist
At any given time, there are approximately 2,000 thunderstorms
taking place around the world, and any one of these has the capacity to
turn into a tornado (Carson, 2006). Luckily, not very many of them actually
do. The perfect combination of events must take place for a tornado to
form, though scientists are still not completely sure of what exactly that
entails.
A tornado is typically defined as a "violent, dangerous, rotating
column of air." It stretches between the ground and thunderstorm could
and can travel across land at speeds as high as 125 miles per hour (Watts,
2006). Tornadoes can lift trains, rip houses out of their foundation, pick up
people and drop them miles away, and demolish entire towns. They are
often considered to be nature's most violent act.

A tornado starts just as any thunderstorm; when cold air coming
from one direction meets warm air coming from another- a front. A
tornado usually requires a particularly strong type of thunderstorm, called
a supercel/. A supercell forms when there are two different types of warm
air-moist and dry- converging at the front. The moist air hangs lower to
the ground underneath the dry air, and for a time stays trapped. Because it
is trying to rise, the pressure begins building up underneath the dry air cap.
Eventually enough pressure is created for the moist air to break through,
shooting upwards and creating a wind current that can reach up to 100
miles per hour. When this warm current with massive amounts of energy
meets the cool air higher up in the atmosphere, a giant black supercell
could is formed .
Simultaneously, a horizontal tunnel of air called a wind shear must
be forming on the ground. A shear forms when fast cold air is travelling in
one direction, and slow, warm air that is lower to the ground is moving in
another direction. It makes the air in between begin to roll, fo rming a long
tube of rotating air. If this shear happens to meet the fast upward current
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of the supercell formation, a tornado can begin to form . The current sucks
the shear up with it, lifting it to the vertical position, as it continues to spin
faster and faster. What makes this column of ai r then sink down below the
base of the cloud and touch the ground is still somewhat of a mystery to
scientists, many different theories exist but many expect it to be from the
force of a powerful downdraft (Carson, 2010).
Image 1 below demonstrates the formation of a wind shear. Image 2
demonstrates the process of a shear being pulled up into the supercell
cloud.

Image I. Wind Shear Formation. (Carr, 2006)

Image 2. Vortex courant-ascendant. (2006) National Oceanic and
Atmospheric Association. http://www.nssl.noaa.gov/ N WSTornado/
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The vortex -the actual funnel of spinning air- can be as small as a
few yards or as large as 300 feet across. The winds inside can spin as fast as
300 miles per hour. Not only can the winds outside the vortex inflict great
damage, but the low pressure inside the funnel makes it act as a vacuum
would, sucking up anything in it's path. The twister can travel as far as 6
miles before losing energy and dying down (Watts, 2006).
Tornadoes are measured using the Fujita Scale. This scale ranges
from F-o to F-5 and measures the wind speed of the tornado.
Many regions can be prone to tornadoes, but the United States sees
the highest annual occurrence by far. One thousand tornadoes occur each
year in the U.S; Canada has the next highest with only 100 per year. The
U.S. is particularly vulnerable because of an area in the center of the
country known as "Tornado Alley." This expanse covers areas of Missouri,
Texas, Kansas and Oklahoma. The spring and summer months experience
the perfect conditions for tornado formation; a combination of warm, dry
air from the southwest desert and warm, moist air from the Gulf of Mexico
comes in to meet the cold air from Canada, creating the perfect front.
Eighty percent of the world's tornadoes occur in Tornado Alley.
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Explaining Tornadoes to Children

I Younger Children (ages 3-5) I
Children this age are likely to have difficulty understanding what a
tornado is and why it had the effect that it did. A good amount of
information for most children in this age range is that some winds that
were in the air grew very strong and started to spin.
Demonstration/activity:
• Talk to children about wind and what very strong wind feels like.
Have them move about pretending they are light wind; have them
move faster as winds grow stronger; have them start to spin around
and become a tornado.
• A hands on activity or demonstration might be helpful but children
this age may have difficulty differentiating and understanding what
is real if shown a model using water (tornado in a bottle activity: see
below).
•

An animation or picture might be better, though use your judgment
in showing real photographs.

I Younger School Age Children (ages 6-8) I
Children may ask questions about how the tornado forms. You might
discuss:
• Air might start spinning when it's on the ground, making a tube
• Wind from a big storm cloud can suck this tube of air up to the sky;
this tube will stand straight up between the ground and the cloud
and it keeps spinning, faster and faster
Children this age will respond very well to books, as their ability to
associate symbol with context is increasing.
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Demonstration/Activity:
• Use a tube (paper towel tube) to demonstrate the rolling of air on
the ground, then getting sucked upwards
• Read books together and discuss pictures.
o Suggested books :
• Demonstrate what a tornado looks like using a toy such "Pet
Tornado" made by TEDCO (can be purchased for under $10)

I Older School Age Children (ages 9-13) I
Children at this age have a more concrete understanding of cause and
effect events. A more thorough explanation of how tornadoes form can be
given . This might include:
• How a thunderstorm forms
• What a supercell is
•

How a wind shear gets sucked up into the supercell

Demonstration/Activity
• Use iPad animations to demonstrate the process of wind shears
spinning and rising up towards the supercell cloud
• Make a tornado in a bottle
o Materials: 2 equal sized plastic bottles, water, duct tape
o Fill one bottle¾ full with water and tape the mouth of the
other bottle on top
o Turn the bottles upside down so the water flows into the other
bottle. As it is doing this, roll the conjoined bottle necks
together between your hands to create a vortex in the water
* Be mindful of doing this activity if there is a shortage in drinking
water.
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I Teens (ages 14-19) I
Teens are interested in the facts. Many of them will be interested in
learning about what happened exactly and how. It is important for you to
have a good understanding of the events that took place so that you can
explain what happened and attempt to answer any questions.
• Use images, such as Images 1 and 2 above, and iPad animations.
• Use accurate terminology and explain what these words mean. If
working through an interpreter, discuss with this person ahead of
time whether the language has translations or equivalents. If not,
make sure the interpreter understands the concept before
attempting to explain it to teens.

Demonstration/activity:
• Open and honest discussion is most beneficial for teens.
• Any of the above mentioned activities and demonstrations can be
used.
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Tropical Cyclones
(Hurricanes, Cyclones & Typhoons):

Background Information for the
Child Life Specialist
Tropical cyclones are enormous spiraling storm systems that
develop over warm tropical waters. They are the Earth's biggest and most
destructive storms . They can be hundreds of miles across, can dump two
trillion gallons of rain in one day, and can unleash 150 mile per hour winds.
The amount of energy that a tropical storm can produce in one day could
power the entire United States for six months (Carson, 2010).
The name of the storm depends on its location. If it is formed over
the Atlantic Ocean it is referred to as a hurricane; over the Pacific it is
referred to as a cyclone, and over the Indian Ocean it is a typhoon . All of
these storms originate over the water, but are capable of travelling
thousands of miles and can often impact areas far inland from the coast.
However it is generally the coasta l land that is the most severely impacted
by these storms.
A tropical cyclone is not a fast development like many other natural
disaster events. These storms develop over time (typically about a week)
and through a series of four stages. There is often plenty of advance
warning, though advance warning messages may not always travel far and
effectively in less developed countries with a lesser degree of
preparedness.

1.
The first stage of the storm is called a tropical disturbance. This is a cluster
of thunderstorms that gather far out over warm ocean waters.
Thunderstorms are created when cold air is travelling through; the warm,
moist air from just above the water surface rises, meeting these cooler
winds. As this warm air is cooled, the water in it condenses and ra in clouds
are formed. When a cluster of these storms develops, winds carry the
cluster inland while it continues to grow taller and wider through the
continuous rising and condensation of the warm air.

52

2.
In the second stage, cloud formation continues. The more clouds that are
formed, the more heat is released, making the surrounding air warmer.
This makes the storm cloud cluster rise higher and faster. As it rises the air
from the ground gets sucked into the cluster, faster and faster, creating
strong winds. Because the earth is spinning, the winds curve and the storm
begins to swirl. The storm is now called a tropical depression.

3.
In the third stage, the storm continues to grow bigger, and when the
spiraling winds reach 39 miles per hour, it is considered a tropical storm.

4.
In the fourth stage, winds begin whipping up water, which allows it to
evaporate much faster. This rapid evaporation in turn creates more heat
and energy for the storm . The air continues rising at a faster rate so wind
speeds pick up. When they reach 74 miles per hour, the storm is declared a
hurricane/typhoon/cyclone. The center of the spiral creates an open hole
called the eye, where the storm winds are the strongest.
Tropical Cyclones are measured using the Saffir Simpson scale, with
categories (1 through 5) being described by wind speeds and height of
storm surge (i .e. height that the waves rise above sea level).

Image I. Hurricane Kattina Satellite Image. (2005).National Oceanic and Atmospheric Association.
Retrieved from http://www.katrina .noaa.gov/ satellite/ satellite.html.
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Explaining Tropical Cyclones to Children

I Younger Children (ages 3-5) I
For young children it is not important to get into all of the details of how
these large storms happen. However, rain and wind are understandable to
children; they most definitely have a prior concept of and experience with
both of these elements.
• It is important to clarify that wind and rain don't typically cause
damage in the way that the children might have experienced;
highlight that hurricanes/cyclones/typhoons - especially really big
ones - don't happen very often
Children this age learn through play, manipulation and sensory
experiences. They will likely understand better with some sort of live
demonstration and/or hands on activity to help you explain.
Demonstration/activity:
• Create a play activity using water and wind. Give children straws and
pans of clean water (be conscious of water shortages. Do not use
drinking water if there is a shortage)
• Allow children to experiment with wind by blowing through the
straws. Integrate the water in various ways. Let them create waves
in the pans of water, and demonstrate the effects of wind on water
being poured, drizzled, etc. Be sure to use varying breath strengths
to demonstrate softer and stronger winds.

I Younger School Age Children (ages 6-8) I
Children still may not be able to grasp the idea of a storm being
created, but you can briefly explain w hat rain is and that sto rms can
happen in all different sizes. Children this age will also respond very well to
books, as their ability to associate symbol with context is increasing.
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Demonstration/activity:
• Talk about the water cycle
o Draw pictures or show animations of evaporation,
condensation and rain.
o Demonstrate evaporation using hand sanitizer. Have each
child coat their hands and watch it evaporate.
• Read books and look at pictures together.
o Suggested books:
• Flash, Crash, Rumble and Roll by Franklyn M. Branley
• After the Storm by Nick Butterworth
• If using an iPad, use preloaded images of storm clouds forming
and swirling. These can be preloaded if there is no access to
Internet.

I Older School Age Children (ages 9-13)

J

Children at this age have a more concrete understanding of cause
and effect events. A more thorough explanation of how storms happen can
be given. This might include:
• Explanation of the water cycle
• A brief explanation of how storm clouds form :
o Heat makes water from the ocean evaporate; this air filled
with water rises. If it happens to meet cold air, the water
condenses quickly, forming rain clouds.
• An explanation of how the storms keep getting bigger and bigger
o If the cold air is moving fast (wind), the warm, wet air will
rise faster, water will condense faster, and this will create
more heat around the rain clouds. This heat makes the
water evaporate faster and the cycle continues.
o Draw a diagram to help explain this.
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Demonstration/activities:
• Draw diagrams and show illustrations of both the water cycle
and a storm cycle (simplify the image below)

Condensation

image I. T he Water Cycle. (2007).By John
Evans, USGS. Retrieved from
http:/ / ga.water.usgs.gov/ edu/ watercycle.html.
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Demonstrate how the storm clouds cyclone:
o Stir a large bowl of water and drop food coloring into the
center. Watch as the color disperses in a cyclone formation,
just as the storm clouds do.

I Teens (ages 14-19) I
Teens are interested in the facts. Many of them will be interested in
learning about what happened exactly and how. It is important for you to
have a good understanding of the events that took place so that you can
explain what happened and attempt to answer any questions.
• Use images and diagrams.
• Use accurate terminology and explain what these words mean. If
working through an interpreter, discuss with this person ahead of
time whether the language has translations or equivalents. If not,
make sure the interpreter understands the concept before
attempting to explain it to teens.
Demonstration/activity:
• Open and honest discussion is most beneficial for teens.
•

Any of the above mentioned activities and demonstrations from
other age groups can be used.
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Floods:
Background Information for the
Child Life Specialist
Floods can result from a variety of different circumstances. Almost
half of the world's population lives close to rivers or on low-lying coastal
land, making flooding the most threatening of the natural hazards
(Langley, 2006). Some areas are particularly vulnerable to flooding from
tropical storms or heavy rains called monsoons. Other areas along river
banks are vulnerable to flooding when the river banks burst from excessive
water. Additionally, some coastal areas that are low-lying can be flooded
by particularly high tides, occurring at increasingly higher rates due to
rising sea levels (Sheffield, 2009). The impact can be even greater when
dams and levees that normally protect a city from water become damaged
or burst open .

There are many types of floods:
1 . River Flooding - rainfall or snow melt can exceed a riverbed's
capacity
2. Coastal Flooding- can be caused by tropical storms or tsunamis
3. Urban Flooding - natural terrains generally have the ability to
absorb even the heaviest rains. When pavement and buildings
cover these terrains, absorption can no longer occur and roads
and basements flood instead.
4. Catastrophic Flooding - caused by a sudden unexpected event
such as a dam breakage or a natural disaster (i.e. earthquakes)
5. Human-induced Flooding - caused by the accidental breakage of
large water pipes and mains.
6. Flash Flooding - distinguished from other floods by the extremely
fast rate in which they occur. Flash floods take place in time
frames less than 6 hours. They can be caused by any of the
above-mentioned factors but are typically thought of in heavy
rain situations.
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Floods can be powerful enough to sweep away people and at their
worst can ruin entire cities. When water is moving rapidly, only 6 inches
can knock a grown person down, and two feet can carry objects as large as
buses (Weather Wiz Kids, 2010) . Rapid floodwaters can be extremely
harmful and can inflict a great deal of damage and loss on people's lives.
Not only are they dangerous but also can make roads impassible, homes
unlivable and completely debilitate the infrastructure of a city. Floods can
ruin crops that communities depend on to survive and can ruin sources of
drinking water.

Image I. Flood in Ghatal, Midnapore. (201 I) By Soumitrahaza. Retrieved from

http:/ / commons.wikimedia.org/ wiki/ Filc:Flood_ghatal .jpcg. Made available
under Creative Commons license.

While the physical damage and loss is certainly devastating, one of
the greatest threats is the health risk associated with the standing water.
This water proves a great threat to sanitation, and many diseases like
dysentery and typhoid thrive in these waters (Langley, 2006). In the
aftermath of a major flood, control of public health outbreaks becomes
one of the main priorities in relief.
Severe floods can last for as many as three weeks, particularly if they
occur in a resource-poor area with poor drainage and water remova l
systems. Once the waters recede, the aftermath is often devastating, as
water spares very little. Even if homes and structures do remain intact,
there is a very high risk of floors and ceilings collapsing later on. There is
also a continued risk for mudslides, which can also be highly dangerous
and destructive.
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Explaining Floods to Children

I Younger Children (ages 3-5) I
For young children it is not important to get into all of the details of
how the flood happened. Keep the explanation basic; explain where the
water came from (this will vary depending on the type of flood) and that
sometimes the water just doesn't dry up or move away fast enough.
Children this age learn through play, manipulation and sensory
experiences. They will likely understand better with some sort of live
demonstration and/or hands on activity to help you explain.
Demonstration/activity:
• Water play can be particularly therapeutic for children under these
circumstances. By mindful of the availability of clean water. You
should not use any supplies of drinking water, as it is likely to be
rationed and in short supply. If it is possible, collect water from the
cleanest source available and boil and/or filter it so as to avoid
contaminated water.
• Provide a small-scale demonstration of the event: heavy rains
coming down and flooding small model houses or a river being filled
with water and overflowing .

I Younger School Age Children (ages 6-8) I
Children this age will respond very well to books, as their ability to
associate symbol with context is increasing. Children will also have a
better understanding of things taking place that they don't necessarily see,
so they will likely be able to grasp the concept of the water cycle.
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Demonstration/activity:
• Read books and look at pictures together.
• Suggested books:
o Rising Waters: a Book About Floods by Rick Thomas
o Flood! by Marion Dane Bauer
o River Friendly, River Wild by Jane Kurtz
• Explain the water cycle (evaporation, condensation,
precipitation) using diagrams and iPad animations.

I Older School Age Children (ages 9-13)
Children at this age have a more concrete understanding of cause and
effect events. A more thorough explanation of how floods occur can be
given. Include explanations of:
• The water cycle
• Absorption of water into the ground and how it can affect flooding
• Where the particular flood waters came from

Demonstration/activities:
• For urban flooding:
o Facilitate experiments using sponges (bring these with you) :
• Cover the bottom of a small box with sponges
• Liken sponges to natural earth and measure the amount
of water that can be poured in the box before flooding
(standing water) occurs
• In another like-sized box, cover the bottom with
sponges and then a solid hard surface to represent
pavement. Compare how much water can be poured
onto this surface before flooding occurs
• For catastrophic flooding :
o Have children create structures that dam up water, then
observe what happens when these structures break or
collapse
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I Teens (ages 14-19) I
Teens are interested in the facts. Many of them will be interested in
learning about what happened exactly and how. It is important for you to
have a good understanding of the events that took place so that you can
explain what happened and attempt to answer any questions.
• Learn as much about the actual cause of the flood and share this
information with teens.
• Use accurate terminology and explain what these words mean. If
working through an interpreter, discuss with this person ahead of
time whether the language has translations or equivalents. If not,
make sure the interpreter understands the concept before
attempting to explain it to teens.
Demonstration/activity:
• Open and honest discussion is most beneficial for teens.
• Any of the above mentioned activities and demonstrations from
other age groups can be used.
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Fo II ow-Up Interventions
During the relief and recovery phases, a child life specialist can play a
very beneficial role in children's emotional recovery processes. Just as in
standard child life practice, a specialist will use various therapeutic
modalities to help children work through their experiences and feelings
and begin the process of integrating them into new frameworks.
Follow-up interventions with children that received child life services in
the hospital setting should be a priority, but all children that
experienced any sort of trauma related to the disaster can and should
be encouraged to participate. When group interventions are organized
in the community setting, participation should not be limited, as it is
likely that the majority of children in the community will be curious and
enthusiastic to participate.
Both group and individual sessions should be planned as consistently as
possible. Group sessions should take place daily, at least until children
are able to return to school.

Group Activities
As with any group, there should always be a beginning, middle and end.
• The beginning should be introductions of the participants and
facilitators, explanation of ground rules, and an explanation of the
activity. Children should be reminded that they are encouraged
but not required to participate. They should also be reminded that
it is a safe place to share feelings and that all members of the
group should respect what each person has to say. If anything is
uncomfortable or overwhelming, children are welcome to leave
the group.
• The middle should be the actual activity with a set time limit.
• The end should allow each child the opportunity to share and
process any feelings the experience may have evoked . A plan
should be made for the next group.
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Games: facilitate team-building games. Games in which the group must
collectively solve a problem are great for morale building, and games
where participants learn more information about each other are great
for psychosocial support.
• Problem Solving Games:
o Human knot: children stand in a circle and grab any two
hands randomly from anywhere in the circle. Without
letting go, children must detangle the knot and end up in a
complete circle.
o 1 to 20: the group must count up to 20 together. One
person is to say a number at a time and it cannot be
planned in any way. If two people say the same number, the
group starts back at 1.
• Getting-to-know-you Games
o Two truths and a lie: each child must say two true things
and one made up thing about themselves. The group must
try to guess which is the lie.
o Skittles game: everyone is given 2 skittles and told not to
eat them. Each child has to say 2 things about themselves
depending on the colors they have.
• Red- your favorite game to play
• Yellow- your favorite food
• Green- your happiest day ever
• Purple- your favorite subject in school
• Orange- your favorite color

Storytelling: invite an elder member of the community to tell the
children about an earlier time when the community overcame a
challenge. Then have children think of, write or draw their own story
relating to the disaster. Allow children to share their stories with the
group. Discuss their feelings and reactions after each story.
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r Drama: have ch ildren work in small groups and come up with a skit. You
might assign different themes to each group. Themes may be:
0 Before the event
0 During the event
0 After the event
0 A glimpse of the community's future
• Have children perform these skits for the larger group and discuss
their thoughts and feelings about them

• If children decide to, plan for a community theater evening. Have
children perform their skits for parents and members of the
community.
Drawing: provide crayons and paper and ask children to draw about
various themes. You may ask children to draw:
0 A picture of the event taking place
0 A picture of something (themselves, their house, their
school) from before the event took place
0 A picture of something (themselves, their house, their
school) from after the event took place
• Allow each child to share and discuss his or her picture and how it
makes them feel

• If children decide to, create an "art show" exhibit of drawings. Let
children invite parents and community members to view their work.
Community Project: help the children to think of someth ing they could
create that would make the community a better place for everyone. Th is
cou ld be a large or small-scale project. If time allows, encourage a
larger-scale project that can be worked on over the course of many
days. This will foster a great sense of cohesion, mastery and pride
amongst the group, and is also an excellent way of teaching children the
value in helping themselves, which is a primary goal of many of the
organizations working with the adults in the community.
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Any of the above interventions could also be effective in a teen group. It
is optimal, however, to allow teens the opportunity to have their own
group, rather than include them in children's groups. Teens may want to
process and discuss their experiences and feelings on a deeper leve l and
the presence of children may hinder and discourage these processes.
General guidelines for teen groups:
• Ensure privacy and confidentiality. Teens in any and every culture
are concerned with their image and the impression others have of
them
• Normalize the feelings and emotions that teens express. Teens in
particular are hesitant to express feelings for fear of being seen as
freakish or babyish. It helps for them to know that other people are
feeling the same things and that they are acceptable things to feel.
Timelines: Teens are at a unique stage where they are beginning to
think about and plan for their future. A natural disaster can seriously
impact this process and ruin a teen's sense of hope for the future. In
some cases it might even ruin an already concrete plan.
• Have teens create timelines of their lives with the disaster being
the halfway point. Encourage them to think about their future in
terms of the coming days, weeks, months and years and then
complete the second half of the timeline.
• Allow each team to share theirtimeline and talk about how the
second half might be different now after the disaster. Help teens
to emphasize the positive aspects of their future timeline, rather
Community participation: Sense of empowerment and hope for the
future can be restored in teens when they take an active role in cleanup
and other humanitarian activities. Facilitate a group where teens can
plan their activity and then debrief together afterwards. Explore with the
teens the positive impacts of actively being able to help themselves
through helping their communities.
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Experience-Specific Interventions
These interventions are intended for children who, in addition to
surviving the disaster, are dealing with a traumatizing secondary
effect. If possible, these interventions should be provided oneon-one (with an interpreter if necessarv) in a safe, auiet space.

Specific intense fears

•

For the child that exhibits an extreme fear of something related to
the event (i.e. fear of water following a tsunami)
o Psychologists are specifically trained to help people with these
issues; if one is available, referral is recommended
o A child life specialist, however, is certainly qualified to support
a child in exploration and processing of feelings surrounding
the fears through play
o In individual sessions, introduce the chi ld to dollhouse figurines
and encourage free play. Keep in mind that in many cultures,
children may not be skilled in pretend, creative play;
demonstration and leading play for the first few sessions may
be necessary
o Create various settings for the figurine people, carefully and
gradually introducing elements related to the child's fears.
Begin with positive or neutral instances (i.e. water as a drink,
orto help crops grow). Allow the child to explore his or her
own feelings and reactions through the characters he or she is
portraying
o Whether it is within play scenarios or using other modalities, it
is important to isolate the role of the feared subject during the
traumatic event. Emphasize the normalcy of the
object/material and the infrequency of it taking on the form
that it did during the child's disaster experience
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Loss of a loved one

• Explain and support:
Before working with the child, gain an understanding of the
culture's views on death
Assess the child's understanding of the event and of death in
0
general. Children under 6 generally cannot grasp the idea of
death being final and irreversible.
0
For any age death should be explained in concrete terms: the
person's body stopped working (i .e. the heart stopped beating,
the brain stopped sending messages, the lungs stopped
breathing, etc.); he/she will not be coming back or waking up.
0
Be an emotionally supportive, empathic and loving presence
for the child while he or she processes the news. Answer
questions patiently and honestly.
Ensure that the child's physical needs will be met. If the child
0
has no other family or caretakers, take an active role in finding
a safe place for the child to go. Do not leave the child if you
have become the primary supportive figure; fears of
abandonment will be extraordinarily heightened no matter
what the age of the child.
Process (in follow-up sessions):
0
Help the child to think of a way to memorialize or hold on to
memories of the loved one. Suggestions might be:
■
Creating a memory box: collecting special possessions
or creating pieces of artwork or writing to put in the box
■
Creating a memorial: help the child find a special place
that he or she can always go to to remember the loved
one . Mark it with something special: create a decoration
or bury a letter written by the child to the deceased.
■
Honoring the life: help the child to think of something
meaningful and charitable that he or she can do in honor
of the lost loved one.
0

•
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Loss of a limb

If working with child prior to surgery, provide preparation for the
procedure. Parents/doctors may be skeptical of informing the child prior
to surgery; it is important to explain the potentially traumatic outcomes
of waking up without a limb, namely shock but also a loss of trust in the
parent/caregiver.
Additionally, try to gain an understanding of the culture's views on
disability and physical handicaps, so as to be able to help the child and
family best integrate the lifestyle changes into the cultural environment.
• Explain and support prior to surgery:
o Assess the child's understanding of the situation
o Explain to the child in developmentally appropriate terms
what is happening and why it is necessary
o Be an emotionally supportive, empathic and loving presence
for the child while he or she processes the news
o Answer questions patiently and honestly
o Try not to focus on what limitations the child will have
following surgery; focus rather on what he/she will still be able
to do
• Following surgery
o Provide as many follow-up sessions as possible, as acceptance
may require days, weeks, or months of processing and
integrating of feelings and concepts
o Interventions may be specific to processing the amputation
(i.e. performing an amputation on a surgidoll), addressing
body-image issues (artwork, sculputure), or may incorporate
rehabilitation (integrating games into rehabilitation therapy)
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Support for Parents
Experiencing a disaster can be just as traumatic and stressful for
adults as it is for children. Many organizations provide psychosocial
and emotional support for adults to help them cope and reestablish control over their lives, but there are likely to be few
services that help adults learn how to support their children and
their psychosocial and emotional needs. It is important to empower
parents to provide adequate and appropriate care for their children,
as their children depend on them most and look to them for
suooort.

It is best to provide the community with parenting seminars so
as to be able to reach as many people as possible.
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Parenting Support Curriculum
Exolanation of Childhood Stress Reactions
•

•

•

Discuss typical reactions that children may have to stress. Encourage
parents to participate- this will help you to learn more about how
distress may be displayed in this particular culture.
Reassure parents that there is an extremely broad range of reactions
that are "normal" in children following a traumatic event. Provide as
many examples as possible from Part II of this manual.
Discuss "red flags" and how parents can find help if they notice any
of these behaviors in their children:
o Extreme and erratic risk taking behaviors
o A dramatic withdrawal from friends and family
o Dangerous alcohol or drug use
o Extreme, terrified reactions to "memory triggers" of event

Providing Emotional SURPOrt to Children
•

Advise parents and families not to discourage children when they
verbalize any feelings
• Encourage open and honest communication; it is okay to answer
children's questions about the event and discuss their worries and
fears
• Encourage parents to limit separation with their child, especially in
the immediate recovery stages.
• Explain the importance if limiting children's exposure to the strong
emotional reactions that they and other adults may have. While it is
beneficial to share and be open about feelings, children may not
understand such extreme reactions and it could lead to greater
distress.
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Providing Psychosocial Support to Children
•

•

•

•

Encourage families to facilitate play activities with or for their
children. Provide suggested activities and games. In some cultures,
adults do not play with children; in this event, help parents to
understand the importance of conveying to their children that it is
acceptable to resume play after the disaster
Encourage families to re-establish children's daily routines as soon as
possible, including eating, bathing, sleeping, playing, interacting
with family, doing chores, etc.
Encourage parents to keep their children safe; children will do best
through their own processes of coping and recovery when they feel
safe and can trust in their primary sources of support.
Encourage parents to normalize the home environment as much as
possible . Even if they have been displaced and are living in a
temporary camp, emphasize that children will still need a safe
"home base" to minimize their perceived level of chaos and
therefore reduce anxiety.

Allow parents to ask questions and share concerns about their
children. Having a sense of shared experience with other
members of their community will also be supportive of their
psychosocial and emotional needs.
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Additional
Resources
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What to Bring
In addition to the materials suggested in the event-specific interventions,
here is a general guideline for Child Life-related materials to bring with
you. Please refer to the IFRC Psychosocial Support Programme packing list
for materials needed for play kits.

0 iPad
0 Plastic, hard-bodied babydolls for medical play and teaching
0 Medical supplies for medical play (band-aids, gauze, tubing, tongue
depressors, vials, tourniquets, etc.)
o Contact local hospitals and Child Life programs for donations

0 Surgidolls

0 Play doctor kits
0 Dollhouse figurines
0 Pacifiers

0 Stickers
0 Colorful, child -friendly wall hangings/decorations to create and
establish a playroom or safe space for children

0 Small and/or inflatable balls (universal symbols for play)
0 Bubbles
0 Distraction items (light spinner, viewfind er, I Spy books, etc.)
0 Small musical toys

0 Candies (skittles) for games
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Additional Resources for the Child Life Specialist
Books/Articles

The Handbook of Child Life by Richard Thompson (ed.)
Child Life Council Activity Recipe Book by Child Life Council
Improving Children's Chances: Linking Developmental Theory and
Practice by Andrew Dawes and David Donald. Article from Christian
Children's Fund.

iPad Applications

Relief Central by Unbound Medicine, Inc.
ICRC: International Committee of the Red Cross by Boom Mobile SA
NOAA Now by Neil Kelly
Hurricanes Tornadoes Cyclones by Maujai
Mobile First Aid by lnfooverflow ApS
Disaster Preparedness Guide- Family and School Edition by
1to1class.com

HD Geology Study by elmaumito
Tsunami for iPad by Ouizmine.com
Disaster Survival Plan by Setting Sun Club
Disaster Survival Guide by Stimulus
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Permissions
1. All information about the American Red Cross, the International Federation of
Red Cross and Red Crescent Societies, Operation Smile, World Hope
International and Haitian Heritage & Friends of Haiti has been obtained through
public information.

2.

Dear Ms. Perlee,

Thank you for your inquiry regarding copyright permission for Chapter 3 of the

Official Documents ofthe Child Life Council. Provided that there are no plans to
publish your paper for wider circulation (outside of the Bank Street College library
collection), we are happy to authorize the use of the text from Chapter 3 in your
independent study paper.

Please do not hesitate to contact me directly with any additional questions or
concerns.

Sincerely,

Genevieve Thomas
Manager of Communications & Marketing
Child Life Council, Inc.
gthomas@childlife.org
Headquarters Voicemail: 301-881-7090 ext. 16
Home Office: 619-549-9814 (Mon-Fri, 7:30 a.m. - 4:00 p.m. Pacific)
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